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Control of Hypertension 


Successfully achieved with 


B. Cc. P. W. BRAND 
STANDARDIZED EXTRACT OF RAUWOLFIA SERPENTINA 


@® REDUCES HIGH BLOOD-PRESSURE 

@ ACTS AS A SEDATIVE TO NERVOUS SYSTEM 

@ USEFUL IN INSOMNIA, EPILEPSY ETC. 

@® INDICATED IN MENTAL DISORDERS OF MANIACAL TYPE 


Supplies : Liquid Extract: In one ounce phials. 
Tablets of Sgrs: In bottles of fifty. 
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“CETAVLON’ 


CETRIMIDE B.P. 


IMPROVED QUALITY 


*Cetavion’ (Cetrimide B.P.) is a well-known antiseptic 
and cleansing agent. Effective though it was, it had 
certain drawbacks which, however, have been overcome 
in the New ‘Cetavion’ Powder of Improved Quality 
which is now available. The advantages of this new 
quality of ‘Cetavlon’ are : 


It shows increased bactericidal potency against 
a wide range of Gram-positive and Gram-nega- 
tive organisms, including the highly resistant 
Pseudomonas Pyocyanea, 


Y It is more readily soluble in cold water and 
stock solutions up to 20% in strength can be 
easily prepared. These solutions are stable to 
temperature variations and do not precipitate : 
neither do they permit the growth of Pseudo- 
monas Pyocyanea. 


In addition to the powder, ‘Cetavlon’ 
is available as an aqueous Concen- 
trate (20°.), a Tincture (0.5%) and 
as a Cream (‘Cetavlex’). 


Full information on request. 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD. 
Calcutta) Bombay Madras Kanpur New Delhi 
Ahmedabad Amritsar Bangalore Cochin 
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Oral lipotropic therapy 
in 
hepatic cirrhosis 


DELPHICOL* 


Tricholine Citrate with Methionine Sotuuon Lederle 


Decpnicot provides the lipotropic advantages of the 
choline salt, tricholine citrate, for the mobilization and 
transportation of fat, and for the provision of labile 

methyl! groups known to be important in various 

phases of bolism. In add the lipotropic action 

of Decepricoc is further enhanced by the synergistic and 

sparing action of methionine... providing methyl groups 

for the formation of choline... promating more adequate 
detoxication....and important in normal muscle physiwlogy and 
metabolism. Each tablespoonful of Devenicot is equivalent 
to 15 Gm. of choline chloride 


Boules of 4 fluid ounces 


* Tease Mart 


LEDERLE LABORATORIES (INDIA) LTD., P.O. B. 1994, BOMBAY 4 
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IRON DEFICIENCY 
matter. 


9 


ML. AMPOULE CONTAINS THE 
EQUIVALENT OF 100 MG. OF IRON AS A 
STERILE SOLUTION, SPECIALLY PREPARED 
INTRAVENOUS ADMINISTRATION. 


TIME IN WEEKS 


wh FERRIVENIN 


Trade Mark 
NON-TOXIC INTRAVENOUS IRON THERAPY 


FERRIVENIN 


hence UTILIZATION Rarely exceeds 14% 100% 
PROLONGED THERAPY Frequently necessary Never necessary 


RESPONSE Gradual Immediate 


INTOLERANCE Common 


Rare 


Sole Distributors for India and Burma :— 
MARTIN & HARRIS LTD., CALCUTTA, BOMBAY, DELHI, MADRAS AND RANGOON 
HOLMES CHAPEL + CHESHIRE + ENGLAND 


GENGER LABORATORIES LIMITED 
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in controlling the 


various complications 
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oe However important may be the role of iron in the 
ca functioning of human body millions of our people 
Be lead a hand to mouth existence in normal health 
oe ta and go bankrupt in abnormal conditions. They 


iti are ever hankering for a few grains of this metal. 
Ferrosol is the ideal food for those iron hungry 
“SN. millions. It supplies them with enough iron to 


raise their haemoglobin level by over one per 
cent per day. Being a ferrous preparation it is 


S Pai highly assimilable but, unlike ferrous sulphate a 
a compounds, non-irritating. It is pleasantly 

+t Revised Composition of palatable too ! 

Ferrosol 


Ferrous Gluconate oo gm. 
Cobalt Gluconate mg. 
Ferrous Ascorbate 


Liver Concentrate Ss gm. 

Yeast Extract 025 gm. 
Thiamine Hcl. 30 mg. 
Copper & Manganese ... Traces. te 0 0 | 


PROVIDES NOURISHMENT 70 
/RON-STARVED PATIENTS 


€D) EAstERN DRUG COMPANY LIMITED CALCUTTA 
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LES LABORATOIRES ROUSSEL, de PARIS, 


aleaderin the treld of Hormonotherapy, 
present fo the Medical Profession their: 


CORTISONE - The most recent of wonder drugs that 
physicians are waiting for treatment of 
collagenic diseases. 


STERANDRYL - A pure and potent male Hormone. 
CRINOVARYL- = A foliliculin of highest purity. 


LUTOGYL - The pure hormone of Corpus Luteum. 


ETHINESTRYL ~ The most potent of all synthetic oestro- 
gens. 


LUTONESTRYL - A suitable tablet allowing Zondek Method 
Orally. 


SYNCORTYL - A pure hormone of the suprarenal gland. 


ROU |\SEL 


YOU CAN DEPEND ON THIS TRADE MARK. 


Ampoules - Tablets - Glossettes - Implants - Multiple doses vials - 
are available and rapidly delivered by our sole distributors In 


FRANCO-INDIAN UNITED LABORATORIES. 
P. ©. Box 935, Bombay |. 


LITERATURE AND SAMPLES WILL GLADLY BE SENT ON REQUEST. 
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NEOSELAROM 


A substitute for Salt (Sodium)-Free Diet where usual 
table salt is forbidden. 


CARDIOVASCULAR DISEASE OBESITY 

HYPERTENSION ARTERIOSCLEROSIS 
COMPLICATIONS OF PREGNANCY TUBERCULOSIS (GERSON’S DIET) 
and certain type of DERMATITIS 


It is indicated especially in OSDEMA when the omission of Sodium Chloriae is a 
necessary part of treatment. 


It is harmless, imparts a salty flavour and may be used to season foods at the table. It 
should be sprinkled on food sparingly. Not affected by cooking. 


ARALEN 


| CHLOROQUINE DIPHOSPHATE 


As a chemotherapeutic agent constitutes an important advance in the therapy of 
MALARIA 


Not resistant to Malarial parasites 
Rapid symptomatic relief 

Few relapses with prolonged intervals 
Well tolerated 

No discolouration of the skin 

Simple dosage scheme 


Proved of much value in Extra 
Intestinal Ameebiasis 

& 
Discoid Lupus Erythematosus 


* LITERATURE ON REQUEST 


Manufactured by- WINTHROP PRODUCTS London - New York 
EXCLUSIVE DISTRIBUTORS IN INDIA: 


DEY’S MEDICAL STORES LTD. 


BOMBAY e CALCUTTA e DELHI e MADRAS 


When veplying. please mention the Journal of the Indian Medical Association 


December, 1953 


vi 
3 
| 
| 
| 
5 
| 
| 
| 
7 
| 
| 
| 


December, 1958 ). 1. M. A. ADVERTISER 


rganic Substitution & Protective Therapy 
RECOSEN 


Organic Extract of Total Heart. 


Indications: Coronary insufficiency: Myodegeneratio 
Cordis; Status after myocardial infarction ; Cardiac 
arrhythmia of organic and toxic origin. Recosen can 
also be considered a cardiac tonic for the ageing heart. 
Recosen restores the response of the heart to digitalis, 


Cartons: 6x! cc Amps., 30 Tablets. 


ROBUDEN 


Total Gastro-Duodenal Extract. 
indications: Ulcus ventriculi and Ulcus duodeni; 
Uleus jejuni pepticum ; Gastritis and Duodenitis. 
Cartons: 6x! cc Amps. U.V., & 6x!l cc Amps. U.D- 
Cartons: 30 Tablets. 


RIPASON 


Intravenous Total Liver Extract. 
Indications: Chronic forms of hepatitis; Hepatic 
cirrhosis in all stages of development; Associated liver 
damage, to supplement treatment of the primary 
condition ; Hepatogenous myocardial damage (Wuhrmann’s 
myocardosis). Minor liver disorders, frequently with 
one or more negative function tests, 


Vials: 10 cc. 


OSSOPAN 


Organotherapy with Entire Bones. 
Indications: Bone fractures; Bone-tuberculosis ; 
Delayed callus formation. Osteoporosis ; Osteomalacia ; 
Pregnancy and lactation , Dystrophy of infants and small 
children 


Tins: 30 Tablets, 20 grms. Powder. 


ROBAPHARM LABORATORIES LTD., 


BASLE, (SWITZERLAND) 
SOLE DISTRIBUTORS IN INDIA: 


MADRAS — BOMBAY — CALCUTTA — DELHI — COCHIN 
BANGALORE — HYDERABAD — VIZAGAPATAM 
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For increasing potency and vitality 


in neurasthenia and decreased 
potency in men; furthermore 
in frigidity in women 


Pasuma ‘strong’ 


Tonic containing testosterone 


Packings: 


Phials of 50 pellets 
Boxes of 5 Ampoules 


DARMSTADT - GERMANY 


Sole Agents : 


CAPCO LIMITED-E. MERCK DEPT., 
BOMBAY: P.O. Box 1652 
CALCUTTA : P. O. Box 2253 
MADRAS; P.O. Box 1281 
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CLINITEST 


(eRAND) 


makes urine-sugar detection 


December, 1953 


Crinitest Urine-sugar Analysis Set contains all elements needed 
for urine-sugar determination, can be used anyplace, anytime! 
Clinitest Reagent Tablets contained in the set present 

a copper reduction test with all reagents compressed into 

a single tablet. No external heating is required. Fach 
tablet generates the necessary heat. Simply drop one 
Clinitest Reagent Tablet into test tube contaming 
proper amount of diluted urine. Wait for i al 
reaction, then compare with color scale. 
Ideal for doctor or patient. Clinitest Veer = “NS 


provides a rapid, convenient and reliable 


test for urine-sugar. Literature available ~ 
from our representative. \ ENS 


4 IN AMES COMPANY, INC. 
by Elkhart, Indiana, U.S.A. 


EXCLUSIVE DISTRIBUTOR: MARTIN & HARRIS LTO. 
Offices in: Calcuttas Bombay 


When replying, please mention the Journal of the Indian Medical Association 
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all round SHARKOFERROL is a tonic and 


reconstructive, containing VITA- 


tonic MINS & MINERALS together. It is 


highly useful in conditions of Debi- 
lity, Convalescence, Malnutrition, 
Dietary deficiencies and Wasting 


dietary 
supplement 


COMPOSITION.. 


Bach fluid ounce of SHARKOFERROL 

represents :- . 
Vitamin A (from 40 mins. | 
of Shark Liver Oil approx.) 25,000 LU 


Vitamin D 
Saccharated Oxide of Iron NF. 
of 


ALEMBIG CHEMICAL WORKS CO. LTD. 


Vitamin Bz BP. 2 mgms 
Niacinamide 40 mgms. 
Copper & Manganese Traces. B ‘ R 0 0 A ° 
Palatable base enriched 
with favoured Malt Extract q+. 
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| For better digestion 


A well blended combination of 
recognised natural digestive fer- 
ments, together with diluted acids 
and Nux Vomica. Indicated in 
treating achylia gastrica and ato- 
nic dyspepsia, sub- acidity and 
acidity of the stomach, biliousness 
and poor digestion of starches 
and fats. 

Supplied in bottles of 4 & 16 ozs. 


DIASTOS 


Sole Importers 


VOLKART BROTHERS 
Bombay, Calcutta, Madras, Cochin, Delhi, 
Kanpur, Colombo. 


Scientific literature from Bombay, P.O.Box 199 
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AN EFFECTIVE DRUG 


for the control and management of 
ESSENTIAL HYPERTENSION 


(Alkaloid Separated from Rauwolfia Serpentina roots ; Melting Point 235°C) 


The latest contribution of Gluconate Ld. 


e Effective 
e Dependable 
e Non - toxic 


GLUCONATE LIMITED 


115, PRINSEP STREET, CALCUTTA—13. 


x 


Introducing 


SULFACYL 
NH CO Cig 

CO, 
For cure and control of Typhoid group of fevers, 


Cholera, Bacillary dysentery, Ulcerative colitis, etc. 
DETAILS SUPPLIED ON REQUEST FROM 


G. D. A. CHEMICALS LTD., 


Manufacturers of PAMICYL-P.A.S. for the first time in India. 
44, BADRIDAS TEMPLE STREET, CALCUTTA~—4. 


When replying, please mention the Journal of the Indian Medical Association 
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The Superior Calamine 


Hi HEHE Presents high grade calamine of a coiloidal 
i iH if cig nature. The extremely finely divided state 
ie of the calamine particles ensures the 
greatest possible covering power and 
intimacy of contact with the skin. 


5 


From acne to urticaria, prescribed when 

a mildly stimulating yet soothing applica- 
> tion is needed. For chapped skin, sore 
amet nipples and itching conditions in general. 


IN SKIN CONDITIONS 


Against chafing and teething rashes, it is 
a invaluable for the treatment of baby 

rashes with no danger of irritation to 
their delicate skin. 


IN THE NURSERY 


Invaluable against sunburn, excessive sun- 


FOR ROUTINE USE light and dry winds,and as an after-shaving 


ees application where skin is hypersensitive. 


CROOKES 
& CROOKES LABORATORIES LIMITED (incorporated in 
COURT HOUSE ° CARNAC ROAD BOMBAY 2 
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A proteolysed preparation containing the essential 
amino acids in amounts corresponding to daily human 
requirements. The amino acids are the “building 
stones’’ for blood regeneration and tissue synthesis, 


On an average it contains: 


Enzymatically solubilised liver protein 63% 
Calcium Caseinate 25% 
Liver Fraction || N. F.. 7% 
Chocolate Powder 5% 


A product of 
TEDDINGTON CHEMICAL FACTORY LTD., 
(Biological & Pharmaceutical Laboratories) 
Arcot Road, P.O. Akbarabad, Madras. 


Sole Distributors: 
W. T. SUREN & CO. LTD., P.O. BOX 229, BOMBAY 1. 


Branches: Calcutta: P.O. Box 672. 
Madras: P.O. Box 1286. 
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Bacterial 
 Diarrhoeas 


STREPTOMAGMA 
DIMYDROSTREPTOMYCIN SULFATE 
AWD PECTIN 
WITH KAOLIN IN ALUMINA ad 


‘ ‘Streptomagma’ embodies treatment 


ore 


AL ANGLES 


Date d DECSZ 


Incorporated in *Streptomagma’ are all the requisites for the relief 
of bacterial diarrhoea. The anti-bacterial action of dihydrostrepto- 
mycin, enhanced by marked synergism with pectin, is combined 
with the adsorptive properties of kaolin, pectin and alumina gel to 
soothe the inflamed intestinal mucosa, and in eliminating infectious 
organisms, toxins and irritants; encourage development of normal 
stools, and absorption of fluids and nutrients. 


‘Streptomagma’ 


TRADE MARK 


DIHYDROSTREPTOMYCIN SULPHATE AND PECTIN 
WITH KAOLIN IN ALUMINA GEL 


Wyeth 


JOHN WYETH & BROTHER LIMITED, LONDON 
Distributors 
GEOFFREY MANNERS & COMPANY, LIMITED 
BOMBAY * CALCUTTA * MADRAS * DELHI 
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Are Vaginal Tampons 
Prejudicial to Health ? 


An Investigation® concerned with the bacteriology 
of vaginal flora following the use of internal tampons 
was undertaken at the request and with the co- 
operation of the visiting gynaecologists to a London 
women's hospital. 

It is gratifying to find that this investigation 
confirms earlier work carried out in America and 
gives further support to the claim that Tampax can 
be confidently recommended as a convenient, com- 
fortable and safe form of sanitary protection. 


* Tampax tampons were used in this investigation. 


EXTRACTS FROM THE REPORT :— 


“Smears and cultures taken before and after each period 
showed no appreciable change in the bacterial flora of 


the vagina,” 


“None of the volunteers acquired monilia or trichomonal 
organisms during the period of study or developed erosions 
or vaginitis a8 a result of using the internal tampon.” 


& ‘There was no aggravation of the condition or delay in 
healing following the use of tampons in the patients 


who had cervical erosions.” 


“In each case the underlying cause responded to treat- 
ment, and did not recur, which proves that the internal 
tampon does not act as an irritating foreign body.’ 


@ ‘The rate of healing compared favourably with four 
control cases in which the perineal pad was used.’ 


‘The glycogen content was uninfluenced by the use of 
tampons.” 

“There was no appreciable alteration in the pH im the 
pre- and post-menstrual phases,”’ 

Volunteers who had not previously used tampons stated 
that they did not cause the irritation usually found with 
the perineal pad.’ 4 
“There was no evidence that vaginal tampons are pre- 
judicial to health.’ 


British Medical Journal. 1, 24(1952) 


Literature and professional samples of Tampax will be 
sent on request to 
M. G. SHAHANI & CO. LTD., 
3, Chittaranjan Avenue, Calcutta 13. 


ZINC OXIDE PLASTER 


Prescribe Dalzo wherever Zinc Oxide plasters are indi- 
cated, This famous strapping has proved its reliability and 
efficiency in Hospital and Surgeries throughout the world. 
It is hygienically safe, fully antiseptic and is available in 
both fabric and waterproof forms. The waterproof type 
is known as Dalmaplast plastic strapping. 


invaluable for the ambulatory 


of ulcerated legs. 
-FRACTOPLAST 


MANUFACTURED BY 


DALMAS 


LEICESTER & LONDON ESTD. 1823 
M. G. Shahani & Co. Ltd., Connaught Place, DELHI 
H. S. Fox & Co. Ltd., P.O. Box 427, BOMBAY 
M. G. Shahani & Co. Ltd., 3 Chittaranjan Avenue, CALCUTTA 
Oriental Mercantile Agency, P.0. Box 10, MADRAS 
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The Advantages of Clauden 


Clauden promotes the natural occurrence of the coagulation of the blood 
by increasing its coagulability in a physiological manner. 

The great variety of Clauden-administration (parenteral, oral, local) offers 
wide, even combined ways of application in haemorrhage of any aetiology. 


Especially the intravenous injection of Clauden guarantees 
immediate styptic action. 

It, therefore, gives the physician the calming sense of security to be able to 
act instantly and effectively even in critical cases. 
With Clauden at his disposal, the physician also masters all cases of internal 
bleeding thaemorrhage of the lungs, stomach, intestines, kidneys, and from 
obscure centres). 

Origin: 
Clauden is a substance isolated from animal organ tissue. 


Indications: 

Internal Haemorrhage (bleeding of the lungs, stomach, intestines, bladder 
and kidneys), 

External Haemorrhage (also bleeding occurring in minor surgery, in parti- 
cular parenchymatous and oto-rhino-laryngological blee- 
ding, first aid wound treatment), 

Gynaecological Haemorrhage (menorrhagia, metrorrhagia, haemorrhage 
occurring in operative gynaecology), 

Haemophilic bleeding and haemorrhagic dicatheses 


Method of use and dosage: 


Solution: intravenous, intramusculor or subcutaneous injection of 10 to 20 c.c. 
: or a multiple thereof if required 
Also as a prophylactic! 
Tablets: For taking by the mouth in a course of treatment and as a prophylactic 
For sprinkling on wounds and dusting into wound covities 


Commercial forms: 


Solution: Packets of | and 5 ampoules of 10 cc. 
Packets of 5 ampoules of 2.5 cc. (for dental practice) 


Powder: Pockings of 1, 3 and 10 tubes of 0.5 grm 
Packings of 15, 30 and 300 tablets of 0.25 grm each 


LUITPOLD-WERK MUNICH 
Samples and literature available on request 


NEO-Pharma, Limited, 1/110 Haines Road, Worll, BOMBAY 18 


NEW ADDRESS:- 
Kasturi Buildings, Jamshedji Tata Road, Churchgate Reclamation, 


BOMBAY 1. 
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DIVERSIONAL THERAPY... 


Every doctor will agree that the physical recovery of a patient 
is accelerated if the mind is kept occupied and diverted from 
brooding. This is called Diversional Therapy and should not 
be too tiring. Music and radio programmes broadcast through 
amplifiers provide the perfect answer—the mind of the convalescent 
can be occupied for many hours without excessive concentration. 


PHILIPS 


Philips Sound Installation 
can be surprisingly inexpen- 
sive—and the amplifiers give 
absolutely true sound reproduc- 
tion at any volume. Ask your 
nearest Philips Dealer for 
full information. 


\J PHILIPS ELECTRICAL CO., (INDIA) LTD., 
7, Justice Chandra Madhab Read, Calcutta 20. 
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(Calcium glucono-galacto-gluconate) RADI OGRAP HY 


Synthesized for the first time in our 


laboratory in India. 


There is a massive clinical evidence to 
prove the therapeutic superiority of this 
double sale of calcium (HI-GLUCON) 
over plain calcium gluconate: 


@ Higher solubility 
No crystallisation 
Rapid and better assimilation 
High percentage of calcium ions 


Y, 
No reaction. 


Clinical trials have proved the superiority 
of CREM-O-BAR over other preparations 
in barium radiography. Its chief charac- 
teristics are: 
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SURGICAL TREATMENT OF HYPERTENSION 


JACOB CHANDY, m.s., 


M.SC., F.R.C.S.(C.), F.A.C.S.,F.1.C.S., 


Department of Neurology and Neurosurgery, Christian Medical College Hospital, Vellore 


The treatment of hypertension has been always a 
controversial problem and the usefulness of sympathec- 
tomy is unnecessarily debated. No doubt, sympathec- 
tomy benefits most cases, but occasionally it fails to 
give the expected amount of relief. 


Hypertension still being a disease of unknown aetio- 
logy, little that is specific can be said concerning its 
causes except that they may be multiple. It is evident 
that the fault lies in increased resistance to the flow of 
blood through the arterioles. It has been generally 
agreed that sympathetic ganglion is the source of cir- 
culating chemical mediator of pressor action—the nor- 
adrenaline. This substance formed in the adrenergic 
tissue circulates in the blood and it has marked effect 
in raising the blood pressure by its direct effect on the 
arterioles and also through the chemoreceptors pro- 
ducing contraction. Such ischaemia in the kidney brings 
about formation of renin and sets the renin-hyperten- 
sinogen-hypertensin cycle into action which iturther 
keeps up the blood pressure. Loyal Davis, in 1951, 
brought out the theory after experimental and clinical 
studies that the pressor chemical mediator—the nor-adre- 
naline acts through the pituitary and A.C.T.H. on the 
adrenal cortex in increasing the presence of sudanophilic 
granules in the zona fasciculata. These granules set up 
the hypertensincgen-renin hypertensin cycle, producing 
increased resistance in the arterioles and thus keep up 
the blood pressure. The nor-adrenaline is produced 
under stress and strain of life and the resulting hyper- 
tension is considered as a stress syndrome. The 
rationale of sympathectomy, therefore are: (1) Directly 
reducing the production of nor-adrenaline, thereby re- 
ducing the action of A.C.T.H. (2) Prevention of direct 
action on the kidney by sympathetic stimulation to 
produce ischaemia and renin. (3) The severance of the 
sympathetic connection to the suprarenal reduces the 
formation and maintenance of its sudanophilic granules 
which help the formation of hypertensin. (4) It has 
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also been shown that stimulation of sensory-motor cortex 
raises the blood pressure in the presence of intact pyra- 
midal system with its sympathetic connections; posterior 
orbital surface and anterior portion of insula through 
the hypothalamus activate the sympathetic system, 
and, also the cingulate gyrus and anterior temporal lobe 
raise the blood pressure without any known hypothala- 
mic connections; the stress phenomena acting on the 
various cortical areas may also be suppressed by sympa- 
thectomy. (5) It has been shown by Bors and French, in 
1952, that stimuli from various peripheral organs as 
skin, mucous membrane of hollow viscera, testes, etc., 
can produce hypertensive response, especially in the 
presence of partial lesion or cervical or upper thoracic 
cord and that this response could be prevented by 
interruption of afferent pathways, both somatic and 
sympathetic. Such an observation emphasises the 
multiple factors that are involved in the production and 
maintenance of hypertension. 


Smithwick has emphasised that pheochromocytoma 
of the suprarenal can produce not only episodic attacks 
of hypertension, but also occasionally give continuous 
hypertension. Hence, the importance of adequate in- 
vestigation to rule out this condition has been empha- 
sised in all cases. 

Bruning, Pende and Danielopolu were apparently 
the first to propose neurosurgical treatment of hyper- 
tension, but Adson was the first to perform sympathec- 
tomy in hypertension, Ever since that time many 
techniques of sympathectomy have been tried. All the 
methods of surgical treatment in hypertension aim at a 
lesser or greater extent of sympathetic denervation. 
Grimson performed complete sympathectomy in several 
stages, resecting the whole thoracic and lumbar ganglion 
chain with splanchnics and part of the cervical includ- 
ing the stellate ganglion. Peet, Oliver Crona and 
others advocated at one time removal of only the first 
and second lumbar ganglia bilaterally. In between 
these two extremes, various degrees of removal had 
been tried by various workers. The general consensus 
of opinion at the present time is that the best results 
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are obtained by sympathectomy from T, to L,, bilate- 
Tally. 

The technique of sympathectomy that we use in 
our clinic is a combination of Smithwick and Poppen 
where a bilateral operaticn of intra and supra diaph- 
ragmatic extrapieural and extraperitoneal sympathec- 
tomy extending trom T, to L, is done in two stages. 
These procedures are done in conjunction with the 
thorac.c surgeon. 

Technique—Usual premedication of barbiturate and 
morph.a and atropine. Under pentothal induction 
endcuacheal tube introduced and anaesthesia main- 
tained on gas and oxygen in a closed circuit. Patient 
is placed on his side win the back almost perpendicular 
to the table. 

Inc:s.on starting from the 5th rib, 5 cms. from 
mid-iune, running parailel to the spine and curving 
be.ow to end at tne tree tip of the iast rib. The 11th 
and 7th mbps are exposed subperiosteaily for 5 cms. at 
the verteoral end. ihe mb is disarticulated and _ re- 
moved and part of the transverse process cf the verte- 
brae a.so removed. Atier reflecung the pleura, the 
syinpatnetic chain from IT, with least, lesser and great 
Spiancnn.c nerves is dissected and sectioned above T,, 
the dissecuion being made through the two spaces made 
by removal of the nbs. The cha:n is foliowed through 


tue diaphragm reflecting the peritoneum, The splanch- 
nic netves are secuoned from the ccel:ac ganglion and 
the chain sectioned below L, and removed entire. 
Positive pressure anaesthesia may be necessary if pieura 


gets punctured during the procedure. The wound is 
tnen cosed in layers atter obliterating the extra pleural 
space by positive pressure. Blood pressure is main- 
ta.ned at least above 120 mm. systolic during and after 
operation to avoid a sudden tall, immediately after 
sympathectcmy. An interval of 1 to 3 months is given 
for a simuar sympathectomy on the opposite side. 

For the purpose of evaluation of treatment and 
selection 0. cases tor surgical therapy a classification 
these cases of hypertension is essential. All hyperten- 
sive cases can be piaced in one of the four grcups: 

Group 1—Those with systolic blood pressure above 
160 and diastolic above 100 mm. of mercury but with- 
out symptoms. Fundus changes are nil or very mini- 
mal as in grade 1 of Wagner Keith. They show no 
evidence of cardiac, renal or cerebral involvement. As 
a ru.e they show good response to sodium amytal or 
nitrite and cold pressor tests thereby indicating that the 
pressure is labile. 

Group I1—Those with symptoms of hypertens:on 
but without any symptoms or signs cf decompensation. 
Heart and kidney invo:vement may be present in 
varying degrees, but they are not the presenting symp- 
toms. They need not show any cerebral involvement, 
athough they complain of symptoms relating to it. 
The netinal changes may be of grade 2, with altered 
A.V ratin‘and fulness. of veins with infrequent exudates. 
There will not be any swelling of optic disc and no 
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failing vision. The blood pressure will not be con- 
stantly labile as in Group I. 


Group III—Those who may have had some decom- 
pensation, cerebrovascular accidents, cardiac or renal 
insufficiency, but have responded to medical manage- 
ment. There may be considerable impairment of 
cardiac and renal function. Fundus examination may 
reveal hypertensive retinopathy, except that there may 
not be any papilloedema. They may not show much 
variation of blood pressure to sodium amytal or cold 
pressor tests. 

Group I1V—This is characterised by marked hyper- 
tensive retincpathy with papilloedema. This condition 
is usually very progressive and cerebral symptoms may 
be the most prominent. 

This grouping of cases is really arbitrary and is 
based on the severity and stage of the disease. The 
results of surgical therapy depend, to a large extent, 
on the stage of the disease, best results being obtained 
in the very early cases. This is also true in the medical 
management of cases and hence there is much disagree- 
ment as to which case can be treated medically or when 
surgery shculd be advised. No doubt, many patients 
are benefited by either treatment, though reports of 
careful analytical study of large series of cases show 
that sympathectomy gave better results with regard to 
prognosis in the majcrity’ of cases. Unfortunately, 
there are no methods by which proper selection can 
be made in crder that only those patients who will be 
benefited can undergo surgery early and not wait 
too long under medical care. ll these cases should 
have adequate investigation and medical care for at 
least a period of three months to evaluate the results 
of medical treatment. In group I, it may not be 
necessary to cperate in many cases. Greater number 
will definitely benefit by surgery in group II, where 
medical treatment may not be adequate. Best results 
of surgical treatment are seen in this group. Group III 
has greater operative risk and the results are also com- 
paratively poor since permanent damage of vital organs 
have already taken place. Since medical treatment is 
practically useless in group IV, surgery is advised if 
there is no marked azotemia. The life expectancy in 
this group is less than a year if surgery is not resorted 
to. 

The routine study of hypertensive patients admit- 
ted in the Department of Neurosurgery in the Christian 
Medical College Hespital, Vellore, consists of: 
Detai‘ed history and general physical examination in- 
cluding neurological studies and funduscopy. Fourth 
hourly blocd pressure readings are recorded regularly 
for 3 days, care being taken to get the readings during 
sleep. Subsequently, the readings are reduced to twice 
a day. Routine blood, urine and stool examinations 
are carried cut. Kidney function studies include blood 
urea, urea clearance test, urine concentration test and 
intravenous pyelogram. Oscillometric studies indicate 
the state of the arteries. If they had undergone marked 
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arteriosclerotic changes as indicated by the lowered 
readings, the results of sympathectomy may be poor. 
Sodium amytal or nitrite test and cold presser test is 
of importance to see how labile the pressure is. X-ray 
of the chest is taken as a routine to find out the condi- 
tion of lungs and heart. Evaluation of the cardiac 
function by E.C.G. is dene with the help of the cardio- 
logist. After completion of the various studies, each 
case is discussed with the cardiologist with the view to 
decide on the treatment to be given. Usually, a mini- 
mum period of 2-3 months of medical treatment is 
given in all cases of group I and II, after which if there 
had nct been sufficient response, surgery is advised. 
In group III, at least a minimum period of six months 
should elapse after the decompensation episodes before 
surgery is taken up. Cases belonging to group IV are 
advised surgery if the blood urea is not above 40 mgs. 
per cent at least, after adequate medical regime. In 
fact, the only positive contraindications for surgery 
had been blood urea over 40 mgs. per cent even after 
treatment, and the period immediately following an 
episode of decompensation. Surgery is not advocated 
for patients above the age of 50. 


Only 16 operaticns were done for hypertension 
during the last four years in our clinic and they were 
all in group III or IV. The immediate post-operative 
results were good in all cases, except one who died 
two days after the 2nd stage operation due to coronary 
thrombosis. This patient had coronary attacks before 
and he got his fatal attack during the 2nd operation. 
The blood pressure was maintained steadily low only 
in four cases, but most of the symptoms were relieved 
in the rest of the cases. Long follow-up studies had 
not been possible as they were dene only during the 
last four years. Two of the patients died, 1 and 2 years 
subsequently. Hammarstrom reports that the E.C.G. 
in hypertensive patients is often improved after surgery 
but he reports that permanent changes like bundle- 
branch block remain unchanged after operation. The 
effect of orthostatic changes in hypertension befcre and 
after sympathectomy is really remarkable. Pre-opera- 
tively, there is hardly any change but post-operatively, 
after bilateral operation in the earlier period, the 
pressure falls to such low levels as to cause syncope. 
Constant movement cf the limbs help to overcome this 
difficulty. The effect of sympathectomy on hyper- 
tensive retinopathy had been remarkable in four cases. 
One patient, a girl aged 14 years, who had 5 to 6D, 
papilloedema with haemorrhage and exudates with con- 
stant headache and vomiting, had most remarkable 
improvement. After sympathectomy the size of the 
heart tends to become normal. The decrease in heart 
volume may be referred to the fact that not only the 
blood pressure readings at bed rest were low, but also 
due to pronounced orthostatic hypotension which gives 
a diminished venous inflow. Suppressicn of urine is 
not infrequent post-operatively if the blood pressure had 
fallen to below 120 systolic during the procedure but 


this is transitory if the pressure is brought up promptly 
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and maintained. Smithwick states that comparison 
between the renal function befcre and after operation 
shows a great percentage of post-operative improve- 
ment. After sympathectomy albuminuria clears up 
with disappearance of casts. The capacity to excrete 
phenolphthalein and urea clearace test show marked 
improvement, in other words, there is generalized im- 
provement of renal functions which is seldom met with 
after medical management. Even in hypertension due 
to renal disease as chronic nephritis in a large series, 
Hammarstrom and Smithwick showed some improve- 
ment of renal function though not as much as in other 
cases after sympathectomy. At least no further dete- 
ricration of renal function was evident after operation. 
Even in cases of acute renal diseases with hypertension, 
sympathectomy was favourable in improving renal 
function. Hypertension due to kidney damage follow- 
ing toxaemia of pregnancy has also been favourably 
treated by sympathectomy resulting in improved renal 
function pest-operatively. It is further believed that 
by this operation certain hypertensive women may be 
enabled to tolerate pregnancy which otherwise might 
be impossible or extremely hazardous. This is parti- 
cularly true of the young age group with severe hyper- 
tension. The constant good result cf sympathectomy 
in hypertension is in the subjective symptoms even 
when objectively the blood pressure may not be much 
altered. However, it is unwise to evaluate the ‘hera- 
peutic effect of sympathectomy chiefly on the basis of 
subjective improvement alcne. The headache dis- 
appears; and patients with insomnia do get adequate 
amount of sleep besides improvement of all other 
symptoms. In _ consideration of complication and 
sequelae of sympathectomy in hypertensive patients, 
it is surprising that the mortality rate cf large series 
of patients in various clinics had all been less than 
5 per cent. Cardiac complications such as coronary 
thrombosis producing cardiac infarcts are not uncom- 
mon during operative procedure. Similarly, cerebral 
thrombosis during precedure and during periods of 
markedly lowered pressure is not uncommon. These 
complications are not apparent after the pressure has 
established itself post-operatively. Pleural and extra- 
pleural effusions are not uncommon. But they are of 
little importance if they are crganised and treated 
promptly and adequately. Neuralgic type of pain 
along the scar is occasionally complained of, but it dis- 
appears in course of time. D'sturbance of sexual func- 
tions, particularly the lowered power of ejaculation, is 
occasicnally complained of. A few pat'ents may com- 
plain of nausea and vomiting or meteorism during the 
first week after operation and occasionally difficulty in 
passing urine is seen. However, they are not more 
frequent than in any other major operation. 


Post-cperatively, the comp'eteness of sympathee- 
tomy is demonstrated by sweating test. It is unfor- 
tunate that many patients with hypertension receive no 
treatment or inadequate treatment from the medical 


practitioners with the result that their hypertension has 
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progressed to the point at which any kind of treatment 
will not be beneficial. Physicians should not carry on 
medical treatment in cases where there is little or no 
benefit until the golden period in which sympathectomy 
might benefit has passed. It is probable that no addi- 
tional techniques of sympathectomy will produce better 
results than those which are currently in use. It is logical 
to believe that if the problem of hypertension is solved 
it will be solved by medical measures. Until such time, 
patients who have a reasonable prospect of getting 
benefit from sympathectomy should not be denied 
surgery when medical treatment is of no avail. 


REFERENCES 


Apson, A. W. anp Brown, G. E.—J.A.M.A., 102: 1115-1122, 
1934. 

Briatock, A. anp Levy, S. E.—Ann. Surg., 106: 826-847, 
1947. 

Brincres, W. C., Jonnson, A. S., SmitHwick, R. H. anp 
White, P. D.—J.A.M.A., 131: 1476, 1946. 

Brapen, Spencer anp Kann, Epcar, A.—Yale J. Biol. & 
Med., II, No. 5, May, 1939. 

Cuanpy, Jacon—J. Indian M. A., 21: 53-55, 1951. 

Craic, Wincnett, Mcx.—The Interne, Mar., 1948. 

Craic, Mcx anp Appott, Kennetu, H.—Ann. 
Surg., 125: 608-617, 1947. 

Craic, Wincnect, Mcx.—Post-graduate Med. V & VI, 1949. 

Davis, L. anp Tantu, C.—Arch. Surg., 62: 325.334, 1951. 

Davis, L. anp Tarkincton, T.—S. Forum, (1950) 559-561, 
1951. 

Freeman, N. E. anp Pace, I. H.—Am. Heart ].—14: 405-414, 
1937. 

Foa, P. P., Woops, W. W., Peet, M. M. ann Foa, N. L.— 
Arch. Int. Med., 71: 357-369, 1943. 

Go.ppsiatt, H.—J. Exper. Med., 65: 671-675, 19374. 

H., Gross, J. anp Hanzer, R. F.—J. Exper. 
Med., 65: 243-241, 1937. 

H., Lynen, J., Hanzer, R. F. anp SUMMERVILLE, 
W. W.—]. Exper. Med., 59: 347-379, 1934. 

Grimson, K. S., Witson, H. ann Puemister, D. R.—Ann. 
Surg., 106: 801-825, 1947. 

Grimson, K. S.—Ann. Surg., 114: 753-775, 1941. 

Grimson, K. S.—Internat. Abstr. Surg., 75: 421-434, 1942. 

IsnerG, Emit, M. ann Peet, M. M.—Am. Heart J., 35: 
567-583, 1948 

Harrison, T. R., Bratocx, A. anp Mason, M. F.—Proc. 
Soc. Exper. Biol. N. Y.—35: 38-40, 1936. 

Kourstarpt, K. G. anp Pace, H.—J. Exper. Med., 72: 
201-216, 1940. 

Pace, I. H. anp He_mer, O. M.—/]. Exper. Med., 71: 29-42. 
1940 

Pert, M. M., Woops, W. W. anxp Brapen, S.—].A.M.A., 
115: 1875-1885, 1940. 

Pret, M. M. anp Isperc, E. M.—J.A.M.A., 130: 467, 1946. 

Peet, M. M.—Am. J. Surg., 75: 48-68, 1948. 

Peet, M. M.—Proc. California Acad. Med., p. 58, 1935-1936. 

Peet, M. M., Woops, Warp Wirson anp Brapen, SPENCER 
—J.A.M.A., 115: 1875-1885, 1940. 

Smituwick, R. H.—Surgery, 7: 1-8, 1940 

Wacentr, H. P. anp Kerrn, N. M.—Medicine, 18, 317-430. 


RENAL EXCRETION OF POTASSIUM 
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One of the main functions of the kidney is to main- 
tain constancy of the electrolyte concentration of the 
body-fluids. This is effected by selective and discrimi- 
native action of the renal tubules which reabsorb 
different constituents of the glomerular filtrate in 
different amounts—depending upon the necessity of 
conservation of such substances in the body. Of the 
electrolytes about 99 per cent of sodium and chloride 
filtered by the glomeruli are absorbed by the renal 
tubules, the amcunt reabsorbed being increased during 
salt deficiency in the body and decreased during 
physiological salt excess. About 8 to 1o per cent of 
filtered potassium is excreted by the tubules and studies 
on excretion of this cation under conditions of osmotic 
diuresis have led Homer Smith (1951) to believe that 
extensive reabsorpticn of potassium occurs in the 
proximal nephron associated with secretion of this ele- 
ment by distal nephron. ‘‘The physiological significance 
of this double system is not clear but it has been shown 
by various workers that secretion of potassium by the 
distal nephron increases during potassium overload in 
the body’’. Winker and Smith (1942) demonstrated that 
in dogs after infusion of potassium salts and urea the 
amount of potassium excreted in the urine exceeded the 
amount filtered by the glomeruli. 


Berliner and Kennedy (1948) and Mudge, Foulks 
and Gilman (1948) have also apparently demonstrated 
tubular secretion of potassium under certain experi- 
mental conditions. Keith et al (1943) published similar 
findings in normal human being after oral administra- 
tion of potassium salts but they did not mention pos- 
sible potassium secretion by renal tubules. The balance 
between proximal tubular absorption and distal tubular 
secretion of potassium can thus be easily disturbed in 
favour of the latter by experimental elevation of plasma 
potassium level. 

The probability of the tubules in a damaged kidney 
(with extensive lesicns in the glomeruli) of secreting 
certain urinary constituents has been postulated by 
students of comparative physiology though the pub- 
lished data in this respect are surprisingly scanty. 
McCance and Widdowson (1937) reported a case of 
alkalosis with dehydration with low filtration rate in 
which the potassium clearance was greater than inulin 
clearance. Elkinton et al (1949) reported high plasma 
potassium in cases of renal insufficiency associated with 
severe depression of renal function. The data present- 
ed by these observers show that in 2 out of 3 patients 
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the excreted potassium exceeded the filtered amount, 
theugh the difference was rather small. Leaf and 
Camara (1949) demonstrated in 4 nephritic patients 
that the potassium excreted exceeded the potassium 
filtered, the ratio of the excreted and the filtered potas- 
sium being as high as 1-64 in one instance. 


This communication presents data on potassium 
clearance and related studies in a case of chronic 
nephritis with hypertension and congestive failure. It 
will be evident on analysis of these data that the tubules 
of the seriously disorganised kidneys of this patient 
tried to maintain the constancy of the electrolyte com- 
position of the body fluids by eliminating larger 
amounts of salt and water and by actively secreting 
potassium when the plasma concentration of this cation 
reached a dangerously high level. 


Case REPORT 


S. B. D., aged 35 years was admitted on 16-2-53. She 
was having paroxysmal attacks of noctural dyspnoea 2 months 
before her admission into the hospital. About 3 weeks 
prior to hospitalisation she had oedema of feet and legs and 
had been dyspnoeic at rest. Swelling of the abdomen started 
one week after this. There was progressive oliguria for 3 
weeks, and almost complete anuria developed 3 days before 
admission. Her vision had been blurred 2 days and she 
became «lrowsy. 

The patient was moderately built, emaciated and erthop- 
noeic, and anaemia was marked. Puffiness of the face, oedema 
of legs and feet and ascites (abdominal girth 36”) were present, 
and the neck veins were distended up to the angle of the jaw. 


Investigations 


Urine volume (V/c.c./min.) 

Urine creatinine (Ucr/mg /min.) 
Creatinine excreted (Ucr/V/mg/min.) 
Plasma creatinine (Pcr. mg. per cent) 
Creatinine clearance (Cer /c.c./min.) 
Plasma potassium (Pk. /mM. /lit.) 
Urinary potassium (Uk./mM. /lit.) 
*Potassium filtered (Pk. x Cer.) 
*Potassium excreted V.) ... 
*Potassium reabsorbed 
*Potassium secreted 

Percentage of filtered 1 potassium 1 ‘reabsorbed ‘or secreted 
Ck. /cc. / min. 
Uk. /Pk. 

Ucr. / Per. 

Uk. /Pk /Ucr./Per 

Plasma urea (mg. per cent) 

Urine urea (mg. per cent) laa 
Percentage of urea reabsorbed .. 
Percentage of urea clearance 

Pcl. / Min. /lit. 

Ucl. /mM. /lit. 

Cl. reabsorbed per cent 

na. /mM. /lit. 

oodium reabsorbed per cent 

Water 1¢absorbed per cent . 
Alkali reserve (volume per cent) 


RENAL EXCRETION OF POTASSIUM 


TABLE 1—-SHOWING THE RESULTS OF INVESTIGATION ON 24-2-53, 9°3-53 AND 19°3-53 


“Figures are in micro-mole per minute 
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The patient was drowsy. Respiration rate was 32 per minute, 
B. P. 240/130 mm. Hg. Arteries were not markedly thicken- 
ed. Apex beat was in the 6th space just outside the mid- 
clavicular line. Pericardial rub was present over the whole 
of the precordium. Heart sounds in the mitral area were 
obscured by the rub. Aortic 2nd sound was accentuated. 
Basal rales were present in the lungs. There-was no evidence 
of fluid in the chest. Abdomen showed evidence of consid- 
erable amount of free fluid. The liver was enlarged and 
palpable 34 fingers below the costal arch and tender. The 
spleen was not palpable. 


Fundus oculi showed fairly advanced arteriosclerotic 
retinopathy with old and recent haemorrhages and exudates. 

Blood: Hb.—5-5 g.; R.B.C.—1-95 mil/c.mm.; W.B.C.— 
8500 per c.mm.; poly—7o per cent, lympho—26 per cent; mono 
—o per cent and eosino— 4 per cent, 

Urine: Sp. Gr.—1o10; albumin +; granular and hyaline 


casts ++. 


Circulation time—14 sec. 

Venous pressure—24 cm. H,O. 

Capillary fragility test +. 

Blood chemistry: Urea—250 mg. per cent; N.P.N.—156 
mg. per cent; creatinine—6 mg.; bulirubin—trace; total protein 
—6-4 g., albumin 3-8 g., globulin 2-6 g.; cholesterol—154 mg. 
per 100 €.c. 

E.S.R.—96 mm. (1st hour). 

Peritoneal fluid—278 cells per c.mm., total protein 1-69 g. 

W.R.—Negative. 

Treatment—Rest. Diet with restricted sodium and 
protein. Digitalis. Hexamethonium injections. Paracentesis 
abdominis after admission and 5 pints of fluid were drawn 


24°2°53 93°53 19°3°53 
0-24 o-39 
0-94 o-74 0-37 
0-29 0-178 
11-8 11-6 11-2 
24 1°25 
7 71 7°8 
2: 23 30 
‘ods 9.75 
9-81 10-15 11-7 
7 0-5 
1.95 
41-7 20 
1-4 1°44 
4°7 6 3°8 
8 6°5 
0-59 0-92 
315 335 449 
— 1300 goo 
39°1 36 
13 123 
112-6 135°2 
34 25°4 
150 - 139 
94°3 83°25 
84 69 
55 
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out. Glucose and vitamin C, were given I.V. As her B.P. 
showed marked variations with hexamethonium she was put 
on Rauwolfia serpentina and this was continued when she had 
the 2nd and 43rd test. With Rauwolfia her B.P. was main- 
tained more or less at a steady level of 190/100 mm. Hg. 

The biochemical data on potassium clearance and related 
studies are shown in Table 1: 

All clearance tests and estimations were done on 
twenty-four hours urine collections, the first and the 
last samples being collected by a catheter. This 
obviated the necessity of washing out the bladder for 
collection of urine at low urine vclumes. 

Urea was determined gasometrically with Van 
Slyke’s manometric apparatus after the method recom- 
mended by Van Slyke (1927). Sodium and potassium 
in blood and urine were determined by standard 
methods described in King’s Micro-Analysis in Medical 
Biochemistry (1951). Creatinine in blood and_ urine 
was determined by the methods cf Folin and Wu as 
modified by Phillips and described by Peters and 
Van Slyke (1948). 

Urea clearance was calculated by the formula for 
‘minimal’ clearance as suggested by Chesley (1938). 


DISCUSSION 


Since endogenous creatinine clearance is a measure 
of glomerular filtration in man, the results presented 
above indicate a very striking diminution in filtration 
rate as is expectetd from the pathology of nephritic 
kidney. The oliguria in this patient, however, was 
associated, with diminished tubular reabsorption of 
water and electrolytes. This is in apparent contradiction 
to what usually happens in oliguria due to dehydration 
and other causes where increased tubular reabsorption 
of water and salts determines the urine volume. The 
amount of water rejected by the tubules was of consid- 
erable magnitude. About 85 per cent of water was re- 
abserbed in two out of three observations. In the third 
observation the kidneys absorbed only 68-8 per cent of 
water from the glomerular filtrate indicating inhibition 
of reabsorption from the proximal tubule. It is pos- 
sible that the diminished water reabsorption was condi- 
tioned by two factors: 

1. Ischaemia resulting from arteriolosclerosis dis- 
organising the tubular cellular activities. 

2. Increased number of osmotically active particles 
in the glomerular filtrate preventing passive diffusion 
of water in the proximal nephron. Thus high concen- 
tration of urea, potassium and creatinine in the 
glomerular filtrate have all resisted water absorption by 
the proximal nephron by a process analogcus to what 
is known as osmotic diuresis in experimental animals. 

Estimations of plasma and urinary sodium were 
done twice in this case on 24-2-53 and 19-3-53, respec- 
tively. The sodium reabsorption by the renal tubules 
was diminished on both these dates, more remarkably 
during the latter observation in spite of the fact that the 
patient was on salt restricted diet throughout the 
period of observation. It will be noted, however, that 
much less sodium than water was swept out by the 
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kidneys in both these instances. This is in conformity 
with the view that the reabsorption of sodium is an 
operationally independent procedure. The chloride 
roughly followed the behaviour of sodium. 


The plasma potassium and urea were abnormally 
high in this patient during the period of investigation. 
On 24-2-53 when the plasma potassium was 7 milli-equi- 
valent /litre and blood urea was 315 mg. per cent, about 
59 per cent of filtered potassium was excreted by the 
tubule. Such high rates of potassium rejecticn has 
been observed in dogs and in men when potassium 
salts and urea are administered orally or by injection. 
On 9-3-53 when the plasma potassium was 7:1 milli- 
equivalent /litre and the blood urea was 335 mg. per cent 
almost the whole of the filtered potassium was excreted 
in the urine. On 19-3-53 both the plasma potassium 
and urea levels went up further and the data indicate 
a very marked depression in tubular reabsorptive capa- 
city. The urinary vclume showed a rise of 63 per cent 
in spite of a fall of 17 per cent in the glomerular filtra- 
tion rate. This was due to the fact that the tubules 
failed to reabsorb water and as much as 31 per cent of 
glomerular filtrate was rejected. The tubules also 
rejected larger amounts of sodium and chloride on this 
date as compared with that of a previous date. The 
amount cf potassium excreted in the urine exceeded the 
amount filtered by 20 per cent and ratio cf potassium 
clearance/creatinine clearance exceeded unity by 
o-2. It is thus evident that in this patient during 
potassiu~) overload in the body with serious diminution 
in glomerular filtration the tubules actively secreted 
potassium. Secretion of urinary ‘constituents is a 
function of primitive types of nephron as are found in 
some aglomerular fishes and this function is lost in 
kidneys of higher animals with the evolution of 
glomeruli. It appears that the kidneys of this patient 
tended to revert functionally to the primitive form with 
the loss of functioning glomeruli. 

Chesley (1938) suggested that when the urinary 
volume is very low (below 0-5 c.c./min.), the quantity 
of final urine depends solely upon glomerular filtration, 
the tubular reabsorption remaining constant. The data 
presented in our case are not in keeping with this 
observation. His data were based upon the observa- 
tions on some normal subjects with water deprivation 
and on some nephritic, preeclamptic, and cardiac 
patients. But in none of his subjects the plasma creati- 
nine level was so high as in the present case, neither 
were the filtration rates so depressed. Further his data 
indicate that the renal tubules in his subjects were 
more healthy from the functional point of view. 


It must be conceded that in the present case the 
kidneys seem to be so grossly disorganised that the 
volume of the endogenous creatinine clearance — tests 
perhaps can cnly be taken as a very rough estimate 
of glomerular filtration. Leaf and Camara (1949), 
however, have reviewed the subject of endogenous 


creatinine clearance in nephritis and have stated that 
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whenever a discrepancy arises between the two, _ the 
creatinine clearance is usually slightly higher than 
inulin clearance. If this was so, the rate of tubular 
excretion of potassium must be even higher, in this 
case, than what has been stated. 


SUMMARY 

Renal function studies including clearance of urea, 
potassium, sodium and chloride were undertaken on a 
case of chronic glomerulcnephritis with hypertension in 
a state of uraemia. 

It was found that during the terminal stages, the 
tubules actively secreted potassium when the concentra- 
tion of this ion in the blood was high. 

Comments are also made on the glomerular filtra- 
tion and tubular absorption of sodium, chloride and 
water in this case. 
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ERYTHROPLASIA OF QUEYRAT 


R. V. RAJAM, M.s., M.R.C.P.(EDIN.), 
P. N. RANGIAH, 
P. R. AZEEZULLAH, M.B.B.s., 
AND 
J. S. SERMA, M.B.B.s., 
(From the Venereal Diseases Department, 
Government General Hospital, Madras) 


In 1893, Fournier and Darier (quoted by Mcberg, 
1933) were the first to describe the condition under the 
term ‘Epitheliome papillaire nu’ affecting the glans 
penis and prepuce. In 1911 Queyrat (quoted by 
Moberg, 1933) described a similar condition and ori 
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ginated the term ‘erythroplasia’ and achieved the 
distinction of having the disease called after his name. 
The histological picture described by Fournier and 
Darier and subsequently by Queyrat of the lesions on 
the glans penis and prepuce was similar—hyperkera- 
tosis and epithelial hyperplasia without dyskeratosis. 
In 1922, Hudelo (quoted by Moberg, 1933) reported a 
case of a similar condition of the vulva with dyskera- 
tosis of the epithelial cells resembling the histological 
picture of Bowen's disease. A similar case on the 
buccal mucous membrane was reported by Barbier 
(quoted by Moberg, 1933) at the Convention of 1926 
in Brusseis. Suelzperger and Satenstein (1933) report- 
ed the first case in the American literature. lhe con- 
dition is considered rare, though according to Sachs 
and Sachs (1948), 50 and more additional cases have 
since been presented at the various dermatological 
societies in America. We have no access to the ori- 
ginal French literature on the subject. Our knowledge 
is derived mostly from American literature. The 
writers are not aware of any publication or studies in 
Indian medical literature on erythroplasia, Almost all 
the competent and experienced dermatologists in Europe 
and America consider the condition precancerous and 
have classified erythroplasia as one of a group of pre- 
cancerous dermatoses in which are included Bowen's 
disease, senile keratosis, keratosis resulting from 
arsenic, tar or radiation, and leukoplakia of the mucous 
membranes. According to Bloch (quoted by Ormsby 
and Montgomery, 1944) ‘‘the concept of precancerous 
dermatosis is partly ciunical and statistical, and partly 
morphoiogic and histologic’. The group displays the 
common histological characteristics of squamous cell 
epithelicma which begins as a rule im situ, with the 
phenomena of malignant dyskeratosis and keratiniza- 
tion of individual cells. The diagnosis of squamous 
cell epithelioma in situ ‘connotes an expression of faith 
on the part of the pathologist that a given segment of 
epithelium has undergone the initial stage of an irre- 
versible sequence which can end only in trank invasive 
cancer’ (Mallory, 1940). Clinically it remains benign 
for a variable period irom a few to several years, In 
the earliest stage, an involution of the lesion parti- 
cularly of the mouth, tougue and genitalia may some- 
times occur indicating a reversibility of the process if 
this has not gone too far. But sooner or later it is 
reported that the condition turns into an invasive 
squamous cell epithelioma with metastasis, in 20 to 
50 per cent of the cases, Sachs and Sachs (lot. cit.) 
have challenged the accepted concept that erythroplasia 
is a precancerous dermatcsis, They have reported 11 
cases of erythroplasia all in Jews, not only affecting 
the mucous membrane of the glans penis but also the 
glabrous skin of the scrotum, lower part of the abdomen 
and umbilical region. Their clinical and _ histological 
descriptions of the lesicn are at variance with those 
described by other competent dermatologists. They 
have claimed to have cured the lesions by the local 
application of an aqueous solution of neoarsphenamine. 
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It is difficult to understand how arsenic which is itself 
a carcimogenic agent should have cured the affection 
which is regarded as a precursor of cancer by the 
majority ot keen observers. The uninfected erythro- 
plasia of the mucous membrane is only slightly moist 
but never oozes as described by these workers. That 
the lesions reported by them should have exclusively 
occurred in the clean circumcised Jew is also dithcult 
to understand in view of their almost complete immu- 
nity to penile cancer. This histological picture des- 
cribed by them, of moderate irreguiar acanthosis with 
peg shaped rete pegs, the hydropic swollen _ prickle 
cells and the subepidermal infiltrauon with inflamma- 
tory cells is common to a variety of dermatoses includ- 
ing those of mucous membranes. Hence we are led to 
wonder whether the erythroplasia described by these 
authors is the same lesion, clinically and histologically 
as those described by others or observed by us in a 
number of patients. 


Erythroplasia of Queyrat according to Mont- 
gomery (1939) is only a variant of leukoplakia being 
essentially a moist superficial form of the latter. 
Histologically it represents Bowen's disease affecting 
the mucous membrane. It is said that progression 
into invading squamous cell epithelioma occurs sooner 
than with Bowen’s disease of the skin (Montgomery, 
1939). 

AETIOLOGY 

Erythroplasia of Queyrat is most frequently met 
with in the middle-aged uncircumcised male with asso- 
ciated partial or complete phimosis. Poor personal 
hygiene and chronic irritation due to the accumulation 
and decomposition of preputial secretions particularly 
in persons with adherent or phimotic prepuce would 
appear to play an important part in the causation of 
erythroplasia in the male. There is no evidence that 
venereal diseases per se have any influence in its 
causation. Syphilis does not seem to play the same 
significant predisposing role in erythroplasia of the 
penis as it does in the causation of leukoplakia 
(McCarthy, 1936) of the tongue. In a few cases of 
healed granuloma venereum of the prepuce and coronal 
sulcus we have observed the development of a persistent 
soft, red patch of erythroplasia at the site of the scar, 
although it is difficult to affirm any causal relationship 
between the two conditions. The affection is often 
mistaken for a venereal disease and is usually labelled 
as balanitis or balanoposthitis and subjected to a multi- 
plicity of therapeutic procedures. The condition in our 
opinion is by no means rare as is stated in the literature. 
In South India with its high incidence of penile cancer 
(16 per cent of all male cancers) it is logical to expect 
that erythroplasia of the glans and prepuce, which is a 
precursor of frank invasive squamous cell epithelioma, 
should be more common than is usually recognised. 
The venereal diseases department of a large hospital 
such as Government General Hospital, Madras, serves 
as a sort of a clearing house for such cases, since any 
lesion of the external genitalia is suspected and 
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referred to the department for routine investigation for 
venereal diseases. In recennt months due to a gieater 
awareness on the part of the staff and the performance 
of a routine biopsy in suspected cases, many more 
cases of erythropiasia have been diagnosed than ever 
before. 
CLINICAL FEATURES 

Erythroplasia of Queyrat usually occurs on the 
glans penis and prepuce, but is aiso occasionaliy seen 
on the vulva and buccal mucosa. The iesion may be 
single or multipie and consists of a weil defined shiny 
red, slightly moist veivety patch with litue or no indwa- 
tion. tlhe older lesicn may feel a little thickened to 
touch and be covered by a thin transparent film of 
epithelium, the removal of which exposes a fincly 
granular surface. The affection may remain stationary 
for years or may progress very slowly. It is resistant 
to ordinary local treatment. Subjective symptoins aie 
conspicuous by their absence except for occsional 
itching of the affected part. The regional lymph nodes 
are not affected. The lesion is potentially malignant 
and is the forerunner of invasive squamous cell epi- 
thelioma in about 20 to 50 per cent of cases. Brocq 
(quoted by Moberg, 1933) who observed several cases 
both of the vulva and the penis, says that when the 
lesions give to the touch, a feeling of papyraceous 
induration, they are really developing malignancy. 


PATHOLOGY 


It may be stated that histologically all the varying 
transitions from a benign to a malignant cytological 
change may be seen in the epidermis. Hence it may 
be necessary to take sections from different portions of 
the lesion and also to examine serial sections. Accord- 
ing to Darier the most characteristic changes in an 
early lesion consist of a hypertrophy of the rete pegs 
which are increased in length and breadth and super- 
ficially abraded. The papillae of the corium may be 
narrowed or even obliterated. There is a moderate 
amount of cellular infiltration in the upper part of the 
cutis. In other cases, the histopathological picture is 
that of a squamous cell epithelioma in situ duplicating 
that of Bowen's disease. Hyperkeratosis and acanthosis 
of the epidermis occur together with an infiltrate of 
plasma cells and lymphocytes in the upper part of cutis. 
The basal cell layer is intact. Prickle cells of the ret 
malpighii lie in complete disorder and many of them 
are atypical showing polymorphism and polychro- 
matism. Individual cell keratinization with formation 
of giant epithelial cells is seen. Amitotic cell divisicn 
with clumping of nuclei occurs giving rise to epithelial 
giant cells. Vacuolisation of some of the cells occurs 
but the intercellular bridges of these cells are preserved. 
The basal layer is ultimately broken through and a true 
invasive squamous cell carcinoma results. 


DIAGNOSIS 


The occurrence of a painless persistent shiny bril- 
liant red patch slightly moist and velvety to the touch, 
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Fig. 1— Ervthroplasia of the e@lens penis and coronal hig. 2 Section trom Case bo Note marked epidermal hypertrophy, super 
sulcus on the dorsal aspect Cuase | folly eroded, thickenme of the rete pews, obliteration of the papillae and 
mingnal infiltration of the with cells. Basal cell Laver 

is mitact Dhiree dyskeratotic cells are visible 


big 3 \small area of specimen in Fig. 2. The prickle cells show polymor- ’ Erythroplasia on the ventrolateral aspect of 


phism and polychromatism and are in disorder, Atypical mitosis with the the prepuce and trenum Case 2 
formation of epithelial giant cells bh. G. ¢ and individual ceil keratinisation 


viving rise to giant epithelial cell G. B.C ~ O60 


RAJAM ET AL Erythroplasia of Queyrat 


ENGRAVED @ PRINTED BY REPRODUCTION SYNDICATE CALCUTTA 6 


Journal of the Indian Medical Association Po 
: 


RAJAM ET AL 


re) 
7] 
Cc 
| 
© 
be 
| 
= 


JOURNAL 
I, M. A, 


en the mucous membrane of the glans and prepuce of a 
middle aged uncircumcised male should be looked upon 
with suspicion, particularly when the lesion is of some 
years’ duration, and diagnosis should be confirmed by 
biopsy showing the histological picture of squamous cell 
epithelioma in sifu. The acute purulent balanitis or 
balanoposthitis associated with gonorrhoea or other 
venereal diseases, can hardly be confused with _ this 
condition. The chronic balanoposthitis with fissuring 
of the preputial edge seen in diabetics, should be easily 
distinguished from  erythroplasia. The early flat 
granulomatous lesion of venereal granuloma occurring 
on the prepuce and glans may simulate a raised patch 
of erythroplasia to the unwary observer but the finding 
of Donovan organisms in the former, will help in the 
differential diagnosis. 
TREATMENT 

The general consensus of opinion is that the lesion 
should be destroyed either by electrodesiccation or refri- 
geration. As the histological feature of the condition 
resembles that of early squamous cell epithelioma 
arising from radiodermatitis, it is considered illogical 
and unsafe to apply x-ray or radium therapy. If the 
lesion is small and located in the separable part of the 
prepuce, a well executed circumcision may remove the 
seat of precancerosis. 


Case Reports 
The following three cases are presented. 


Case i--A married male, aged 48 years, has been attend- 
ing the venereal diseases department off annd on since 1947 
for inflammation of the glans and the prepuce. On three 
1947, 1949 and 1952, he sustained a 
diagnosis of balanitis, herpes progenitalis and balanoposthitis 
time, investigations failed to 
confirm any known venereal disease. Local treatment did not 
have had effect on the lesion. In 
senior author (R.V.R.) suspecting the condition to be one of 
erythroplasia referred the patient to the surgical section of 
the hospital. In September 1952, the patient turned up at 
the venereal diseases department for the third time for the 
same complaint. On examination the foreskin was adherent 
in places to the coronal ridge and was not completely retract- 
able. A well defined brilliant red slightly moist granular 
patch was just visible on the dorsal aspect of coronal sulcus 
extending forward to the glans and backward to the inner 
surface of the prepuce. Regional lymph nodes were not 
enlarged. Routine investigations for venereal diseases were 
negative. A performed. The postopera- 
tive circumcision wound healed satisfactorily. But the patch 
of erythroplasia remained and showed signs of slight thicken- 
ing at one spot on the dorsal aspect of the circumcised scar 
(Fig. 1). Local treatment with mild antiseptics was con- 
tinued for six weeks but without any benefit. Scraping from 
the most prominent part of the patch showed suspicious 
malignant cells. Biopsy revealed acanthosis, thickening of 
the rete pegs, obliteration of the papillae and malignant 
dyskeratosis of the prickle cells with individual cell keratiniza- 
tion. The basal cell layer was intact. There was a slight 
inflammatory infiltrate of the upper part of the cutis. The 
histological diagnosis was one of squamous cell epithelioma 
in situ (Figs. 2 and 3). 
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Case 2—A male aged 58 years was referred from a 
surgical unit of the hospital for opinion on a genital sore. 
The patient has been a widower for the past 8 years and 
confessed to occasional sexual contacts but did not remember 
to have suffered from any venereal disease. 5 years ago he 
noticed a smal! painless reddish looking patch on the right 
side of the inner surface of the prepuce at about the 8 o'clock 
position. did not seek any medical 
advice, although spreading. On 
examimation the prepuce was found completely retractable. 
A well defined shiny red slightly moist velvety patch was 
observed extending trom the right side of the inner surface 
of the prepuce forward and to the left, to the frenum and 
encircling it (Fig. 4). A solitary lymph node of the femoral 
group from the lett was just palpable but soft and 
freely The the groin the 
photograph is not one enlarged lymph node, but seems to be 
a photographer's artefact. The routine investigations for 
venereal disease were negative. Biopsy showed hyperkera- 
tosis, acanthosis and malignant dyskeratosis of the prickle 
cells of the rete-malpighii. The basal cell layer was intact. 
The cell epithelioma in situ 
(Figs. 5 and 6) 


The patient stated he 
the condition was slowly 
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Case 3—On 5-8-50 a young married male aged 27 years 
attended the venereal diseases department for a sore on the 
foreskin of 2 months’ duration. Examination revealed a 
granulomatous ulceration of the dorsal and inner aspect of the 
prepuce at g-12 o'clock position. The foreskin was adherent 
in some places to the coronal ridge by short bands. The 
and showed similar ulceration of the 
part of labia minora. 
intracellular 


was examined 
posterior commissure and adjacent 
Tissue smears typical encapsulated 
Donovan organisms and a diagnosis of granuloma venereum 
was established in the married partners. The lesions in both 
the husband and wife completely healed with a course of 
streptomycin injections. During the subsequent posttreat- 
ment observation period extending over 2 years (1951 and 
ulceration in either partner was 
painless patch of 


showed 


recurrence otf 
there persistent 
velvety redness at the the on the dorsal and 
inner aspect of the prepuce in the husband. When he was 
interrogated as to the duration of this condition he stated 
that he had noticed the patch for some years even before 
he developed the granulomatous ulceration over it in 1950 
According to the patient's statement the patch has been 
slightly extending and has become more obvious. On 18-4-52 
the lesion showed suspicious looking 
malignant cells. He disappeared from observation and was 
seen again on 24-1-53. During the last visit, examination 
showed an oblong area of erythroplasia 3 cm. 1-5 cm., on 
the inner aspect of the prepuce between 9-12 o'clock position. 
Part of the lesion was covered with a thin greyish film 
The regional lymph nodes were not palpable. Routine exam- 
ination for venereal diseases was negative. Biopsy revealed 
hyperkeratosis, aacanthosis and malignant dyskeratosis of the 
cells of rete malpighii with minimal infiltrate in the upper 
part of the corium. The basal cell layer was intact. The 
histological diagnosis was squamous cell epithelioma im situ 
(Figs. 7 and 8). 
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SUMMARY AND CONCLUSION 


A short clinicopathological description of erythro- 
plasia of Queyrat is given with the presentation of three 
cases observed and diagnosed at the venereal diseases 
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department of the Government General Hospital, 
Madras, during recent months. The condition is not 
uncommon in South India. In view of its relationship 
to invasive squamous cell epithelioma of the penis, the 
importance of early recogniticn of the affection and 
surgical destruction of the patch cannot be too strongly 
emphasized. It is our surmise that for every case of 
squamous cell epithelioma of the penis seeking relief in 
a hospital in this part of the country, three or four 
patients with erythroplasia of Queyrat go unrecognised 
and frequently mistaken for some venereal disease till 
frank invasive squamous cell epithelioma sets in. 
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DIABETES INSIPIDUS SYNDROME : 
Report of an Outbreak 


P. L. DESHMUKH, M.p.(BoM.), D.T.M.H.(LOND.), 
F.C.P.S.(BOM.), 


Hon. Physician, Sassoon Hospitals and 
Hon. Lecturer in Medicine, B. ]. Medical College, 
Poona 


About the middle of April 1952, it was brought 
to the notice of the health department of the Bombay 
State by a local medical practitioner of Sangamner 
(about 87 miles from Poona, on Poona-Nasik Road) 
that a peculiar uniform type of symptoms of intense 
thirst, polyuria and muscular weakness were com- 
plained of by a large number of persons residing in the 
neighbouring villages and that the condition of some 
of the patients was assuming a serious character, ulti- 
mately ending in death or prolonged invalidism. The 
villages that appeared to be affected by this disease- 
complex were Kavatha Budruk and Khurda, Vankuta, 
Kavatha-Dhandarfal, Savargaon Ghula, Bhosdari 
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and Ambi, all in Sangamner Taluka, District Ahmed- 


ScHemaTic Map OF SANGAMANER TALUKA 
IN AHMEDNAGAR COZLECTORATE 


The villages are about 5-20 miles from each other. 
The average population of the villages is about 200-300 
each and out of this about 150 persons appeared to have 
been affected, so far, though it is highly probable that 
a number of unreported cases must have occurred in 
those and other villages. This belief was supported 
by the fact that seven cases had come to the Sassoon 
Hospitals, Poona in February 1952, out of which three 
were admitted. There are authentic reports that similar 
cases were treated in other hospitals about the same 
time. The cases that came to the Sassoon Hospitals, 
in February 1952, were from one family living in a 
village near Junnar in Poona district (about 45 miles 
from Poona). On further inquiries it was learnt that 
the earliest cases of the disease appeared about the 
time of Dussera, i.e., middle of October, 1951 and that 
some members of isolated families in other villages 
were also affected by this disease. It was decided to 
admit four cases for investigation and treatment in the 
Sassoon Hospitals, Poona, under me. It was very 
difficult to induce the patients to come to Poona. 
However, it was possible to get four patients admitted 
on the 22nd April 1952 for about a week. Three of 
these were typical of the disease and the fourth, a boy 
of about 15 years, had started improving and his case 
is not described below. 

It was decided to visit one of the easily approach- 
able villages, viz., Kavatha-Dhandarfal about 7 miles 
from Sangamner and 94 miles from Pcona. There it 
was possible to contact about 25 patients. Most of 
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them had suffered for 4-8 weeks and had spontaneously 
recovered. One was reported to have died of the 
disease. The majority of the persons affected were 
adult males between 20-60 years of age. Females and 
children frem the age of 2 years were also among the 
affected persons. Kavatha and Vankuta villages were 
said to be seriously affected—about 12 fatalities occur- 
ring as a result of the disease. 


DESCRIPTION OF THE DISEASE 


The symptoms started suddenly with intense thirst, 
polyuria and anorexia. The persons eating 2-4 bhakaris 
(breads) a day could, after being affected, barely take 
half a piece of bread. The symptoms were not preceded 
by fever but a few persons complained of slight fever 
for 2-3 days, a week after affection. This was 
never checked by the thermometer. There was insom- 
nia due to the frequent urination, day and night. There 
was growing muscular weakness and after a week or 
fortnight the patients usually became so weak that they 
were unable to do their farm work and were almost 
bed-ridden. In favourable cases after about 4-8 weeks, 
there appeared a remission in the symptoms. The thirst 
and polyuria gradually decreased till the symptoms 
became normal, thcugh the muscular weakness conti- 
nued for a Jonger time. In some cases the symptoms 
continued for months. 


In the cases coming from near Junnar, there was 
a history of acute onset with high fever and gastro- 
intestinal disturbance, for 3-4 days, the symptoms of 
the disease starting simultaneously with the constitu- 
tional disturbance. 

In the patients examined during our visit to 
Kavatha, the superficial and deep reflexes were found 
to be present in all, the spleen was palpable in one 
and muscular weakness was complained of by most of 
them. All other systems appeared to be normal in 
the cursory examination of those who had apparently 
recovered, and who were still suffering. 


Case Reports 


Case 1—Mr. B. B., aged 35 years, a farmer, was admit- 
ted for excessive thirst and polyuria, loss of appetite and 
growing muscular weakness for one month. There was his- 
tory of ‘low fever’ in the afternoon. The symptoms started 
suddenly one month back, and weakness gradually super- 
vened. 

Examination—The patient had sunken eyes and a pinched 
appearance. He appeared so thirsty that he was constantly 
asking for more water. The tongue was moist and clean; he 
was markedly constipated; the pulse and temperature were 
normal; blood pressure 130/90 mm. Hg., there was no defect 
in his vision and the fundus examination was normal; the 
liver and spleen were not palpable; the superficial and deep 
reflexes were normal. 

Patient's mother, brother and sister-in-law living with 
him were similarly affected but the two children escaped. 


Investigations—URIE : Sp. gr.—1002; albumin and 
sugar—absent; chlorides—absent, (which later appeared after 
administration of glucose-saline I.V.) 
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Bioop: E.S.R.—1 mm. after one hour (Wintrobe); R.B.C. 
—3°54 mill. per c.mm.; W.B.C.—3200 per c.mm.; Hb.— 
56 per cent (Haldane); P.C.V.—38 per cent; M.C.V.—108-6, 
c.y; M.C.H.—26-5yy; M.C.H.C.—25-5 per cent.; Blood urea 
—54 mg. per cent; blood chlorides—620 mg. per cent 


Batance Cnart: 
Output (in ozs.) 


Date Intake (in ozs.) 


in 24 hours in 24 hours 
22-4-52 402 288 
23-4-52 246 226 
24-4-52 248 294 
25-4-52 246 162 
26-4-52 200 83 
27-4-§2 94 62 
28-4-52 80 60 
Treatment being almost uniform in all cases will be 
discussed together. 
Case 2—Mr. V. D., aged 40 years, a farmer, started 


with the same complaints as mentioned above since about 
November, 1951. 

Examination—Patient was pale and had pinched facies; 
his pulse, respiration and temperature were normal; B. P. 
100/62 mm. Hg., fundus and vision normal; the skin of the 
soles and palms was thickened and cracked in places; super- 
ficial and deep reflexes were normal. He was markedly con- 
stipated passing scybalous faeces. His wife aged 25 years 
and one son aged 18 years were affected similarly though 
another son aged 8 years escaped. 

Investigations—Urine: Sp. gr.—1002; albumen and sugar 
—absent; chlorides—absent on admission, but appeared later 
after treatment. 

Bioop: R.B.C.—4-65 mill.; W.B.—7000; Hb.—s52 per 
cent; P.C.V.—44 per cent; M.C.V.—95-6 c.y; M.C.H.—5 yy; 
M.C.H.C.—27-2 per cent; blood urea—27 mg. per cent; blood 
chlorides—580 mg. per cent; blood sugar—gr mg. per cent; 
C.S.P.—normal. 


Friurp Batance CHart: 


‘Date Intake (in ozs.) Output (in ors.) 
in 24 hours in 24 hours 

22-4-52 315 260 
23-4-52 350 286 
24-4-52 280 224 
25-4-52 308 230 
26-4-52 200 160 
27-4-52 104 62 

80 60 


28-4-52 


Case 3—Mr. R. M., aged 45 years, a farmer, complained 
of the same symptoms as of the above two patients. The 
tongue wae moist and clean; he was constipated; his pulse, 
respiration and temperature were normal; blood pressure was 
142/82 mm. Hg.; the liver could not be felt; the spleen was 
just palpable; superficial and deep jerks were normal. 

Investigations—Urine: Sp. Gr.—1004; albumin and 
sugar absent; chlorides absent. 

Hypochromic anaemia with normal differential 


BLoop: 
count. 
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Fiuiw BaLance Cuart: 


Output (in ozs.) 


Date Intake (in ozs.) 


in 24 hours in 24 hours 
22-4-52 274 116 
23°4°52 184 84 
200 70 
25°4°52 180 68 
26-4-52 104 60 
27-4°52 80 50 


28-4-52 70 52 


TREATMENT 


The line of treatment adopted was almost uniform 
and varied slightly in individual detail according to 
the severity of the symptoms. The following treatment 
was given to Case 1, who was considered to be the most 
severely affected of the three: 

Injection pituitrin 4 c.c. (5 i.u. units), 6-hourly for 
first three days, twice a day on the 4th day. 

Glucose-saline, one pint twice a day by I.V. drip 
method for the first 3 days, once on the 4th day. 

Injection of vitamin B complex, on the 2nd and 
3rd day, one daily; injection of Percorten, or the 2nd 
and 3rd day, one daily; phenobarbitone gr. 1 by mouth, 
twice a day for first 3 days; Threptine, one tablespoon- 
ful twice daily, from the 2nd day. Case 2, was given 
aureomycin, one capsule 6-hourly far first 2 days. 

Ringer’s solution oz. 1 four times a day was given 
from 2nd day till the day previous to discharge. 

All the cases who had appetite were advised high 
protein diet, water intake was not restricted. 


DISCUSSION 


The sudden onset of the peculiar disease-complex 
in a number of persons in different villages was 
alarming. It invalided a large population of the farm- 
ers and even killed some. It was, therefore, necessary 
to arrive at some tentative conclusions regarding — the 
aetiology of the disease to facilitate the prevention of 
its spread, and to be able to adopt suitable treatment 
to save the suffering population from prolonged invali- 
dism and occasional death. 

(A) Tuerapeutic ConsiperaTions—The new 
disease apparently resembled diabetes insipidus very 
much, and so the task of formulating a symptomatic 
treatment cn the lines of that disease, was easy. On 
the basis of deficiency of the antidiuretic hormone of 
the posterior lobe of the pituitary, injections of extract 
of posterior pituitary (Pitressin) were thought of, and 
were found to be useful in the treatment of the admitted 


cases. 

Absence of sodium chloride from urine (as deter- 
mined by Fantus test) together with excessive thirst 
suggested a mixed depletion of salt and water. To 
replenish the store of the electrolyte and water, intra- 
venous infusions of glucose-normal saline were thought 
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to be indicated and were advised till salt appeared in 


the urine. Afterwards, glucose in hypotonic (N/2) 
saline was advised, or in those cases where appetite had 
appeared, more salt with food was advised till its excre- 
tion in the urine rose to 3 g. per litre. 


Marked muscular asthenia during the disease and 
its spontaneous remission after treatment, suggested 
potassium deficiency. In conditions of excessive 
diuresis threatening salt depletion, salt, being a thres- 
hold substance, is conserved by the kidneys by com- 
plete reabsorption from the tubules, and it may be 
completely withheld from being excreted in the urine. 
Potassium is contained in every sample of urine, and 
so the symptoms of severe potassium depletion like 
muscular asthenia, are likely to appear. Excretion of 
potassium is also aggravated by administration of 
posterior pituitary extracts (Ed. Brit. M. J., 1: 518, 
1951). To counteract the potassium deficiency, Ringer's 
solution 4-6 ozs. per day by mouth was advised, with 
plenty of vegetables and orange juice. As a result of 
this, the hospital cases showed complete recovery of 
muscular power before discharge. 


Steroids of the adrenal cortex influence the water 
and salt metabolism profoundly. It is suggested that 
the normal electrolyte and water excretion results from 
a balanced interaction of the adrenal cortex and the 
posterior pituitary (Ed. Brit. M. J., 1: 518, 1951). 
It has been shown that a condition resembling diabetes 
insipidus can be produced by the repeated administra- 
tion of either the desoxycorticosterone or the cortisone, 
depending upon the sodium chloride intake, and it is 
believed that the diuretic effect is primarily due to salt 
retention. The mineralo-corticoid, desoxycorticosterone, 
is potent in producing salt retention, and so was given 
to one patient. No particular benefit was observed. 
As no definite relationship between adrenal cortex and 
pituitary regarding the electrolyte and water excretion 
has been clearly defined, it was thought advisable not 
to experiment with adrenal steroids and ACTH on these 
cases. 


Vitamin B complex and in particular thiamine has 
a great influence on the proper functioning of the ner- 
vous system. Though there was no apparent deficiency 
of vitamin B as could be known by the condition of 
deep muscular reflexes, it was thought possible that 
subclinical deficiency might have affected the function- 
ing of the pars nervosa of the pituitary and the hypo- 
thalamic region. In one case, injections of B complex 
were given on two consecutive days, one daily, without 
much effect. 

Aureomycin was given in one case on the supposi- 
tion that a virus may be involved in the aetiology. No 
special effect was observed on the symptoms. 


Threptine and high protein diet was advised to 
improve the muscular weakness, and with a remote idea 
of producing water retention by the hydrophilic action 
of the proteins. 
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Phenobarbitone was advised to allay mental rest- 
lessness and to produce a sedative action on the hypo- 
thalamus-pituitary mechanism. 

(B) AEtTIoLoGic ConsiperaTions: In the consid- 
eraticn of the aetiology, it is essential to think of a single 
organ, as far as possible, whose derangement is likely 
to explain the syndrome of the disease. Accordingly 
the main symptoms of polyuria and intense _ thirst 
suggest the involvement of the posterior pituitary and 
the hypothalamus. The lesion appears to be capable 
of spontaneous recovery, as could be seen from the 
majority of cases that have shown complete recovery 


without any treatment. Constitutional disturbances 
like fever did not, as a rule, precede the onset of 
symptoms. It may, therefore, be presumed that the 


lesion probably is not caused by a bacillary or coccal 
infection. As a large number of people in a village and 
many persons at a time in one family were affected 
the incidence of the cause is probably local as well 
as familial. The impression of the villagers was that 
the trouble started after eating new Bajri of the year. 

In view of these preliminary considerations the 
following three hypotheses to explain the aetiology may 
be offered : 

(1) The toxic hypothesis—Infection of the food 
grain Bajri by a fungus or its deterioration during 
temporary preservation might have produced one or 
more of the following things— 

(a) It might have produced toxins in the grain 
which had a specific effect on the pituitary-hypothala- 
mus region. 

(b) It might have produced destruction of an 
essential food factor which counteract the antidiuretic 
factor, or which is necessary for the proper functioning 
of the pituitary-hypothalamus axis. No proof is as yet 
available to support the hypothesis. The Bajri has 
been collected and the results of the feeding experi- 
ments and other investigations are being awaited. 

Objections to the toxic hypethesis may be raised 
on the following grounds— 

i. Persons after spontaneous recovery and even 
during their recovery period consumed the same food 
grain which obviously did not produce a relapse or 
prevent their recovery. 

u. The disease has made its appearance before 
the new crop was harvested. 

(2) The virus infection hypothesis—The disease may 
be an epidemic of virus encephalitis or basal meningitis 
affecting the pituitary-hypothalamus region by  selec- 
tion. The tendency of virus to select a particular part 
of the nervous system is well known, e.g., the polio- 
myelitis virus selecting the anterior horn cells of the 
spinal cord by preference. The epidemicity and the 
spontaneous remission are in favour of such a hypo- 
thesis. But there has been no objective evidence in 
the C.S.F. or in the physical examination of the patients 
to indicate meningeal or nervous affection. It should 
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be remembered that excessive thirst and polyuria may 
occur in tuberculous and syphilitic affection of the basal 


meninges, and also in cerebrospinal fever. Constitu- 
tional symptoms and objective signs in the nervous 
system and C.S.F. may be negligible in subacute virus 
infection and sequelae of the infection in the form of 
the present syndrome, may be the only observable 
effects left behind. The prospects of the virus infec- 
tion hypothesis of explaining the aetiology appear to be 
strong so far. Additional work by way of experiments 
tc transmit the disease by nasopharyngeal washings or 
faeces to monkeys or human volunteers, and to culture 
the supposed virus in the yolk sac or the allantoic 
membrane of the chick has been suggested. But for 
these experiments patients in the infective stage will be 
required and this is difficult as no constitutional symp- 
toms were seen to mark the onset. The arthropods in 
the houses of the infected persons have been collected 
to find out any evidence of virus infection in them. 


(3) The deficiency hypothesis—On the evidence at 
hand, the hypothesis is of a speculative nature, at 
present, 

(a) Deficiency of vitamin B—It has been found 
that vitamin B is essential for the proper functioning 
of the nervous system. Though the deep reflexes were 
present normally in all cases, it is possible that the 
syndrome may be a manifestation in itself of vitamin B 
deficiency. It is suggested that both exercise and 
emotion act upon the hypothalamo-pituitary mechanism 
and lead to increased secretion of antidiuretic hormone 
(Wright, 1948). If the hypothalamo-pituitary mecha- 
nism is paralyzed as a result of vitamin B deficiency, 
antidiuretic hormone will not be secreted and diuresis 
with accompanying manifestations will result. On this 
hypothesis, it is difficult to explain the spontaneous 
recoveries and absence of relapses on the same regimen 
after recovery. 

(b) Deficiency of vitamin C—Suprarenal cortex is 
an important store house of vitamin C. So a deficiency 
of vitamin C may adversely affect the function of the 
organ and produce a primary disturbance in the electro- 
lyte and water metabolism. The cbjections to this 
theory are the same as above, 

(c) Protein deficiency—Deficiency of proteins or 
an important amino-acid factor in the diet, or change 
in the quality of proteins of the body: 


This may be followed by a greater breakdown of 
bedy tissues with increase in diuresis. Excessive 
diuresis is accompanied by intense thirst and other 
signs of water depletion. Onset of anorexia reduced 
the salt intake and produced a salt deficiency as well. 
Spontaneous recovery may be produced by change in 
the pH of proteins resulting from response to the 
kidneys to the alkalaemia produced by salt deprivation. 
Administration of high protein diet to the admitted 
patients appeared to have helped to ameliorate their 
condition remarkably. 
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In conclusion it must be said that there is no 
substantive evidence in favour of any one hypothesis 
and it is likely that more factors than one are involved 
in the aetiology of this syndrome. 


Provisionally it has been decided to act upon the 
virus infection and the deficiency hypothesis, and 
accordingly heavy use of D.D.T. in spraying the 
houses in the village and mass distribution of multi- 
vitamin or/and vitamin B complex tablets, are advised 
in the affected villages. 

The idea in submitting this paper so prematurely 
is to make this syndrome widely known to the medical 
profession so that, it may be possible to spot out similar 
cases in other parts of our sub-continent, and to invite 
suggestions from the learned readers regarding the 
causation and treatment of this novel syndrome. 
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Congestive cardiac failure is one of the commonest 
conditions seen in medical wards and it is the condition 
where with proper diagnosis and treatment, one can 
achieve good results. This work was undertaken with 
two viewpoints—one to find out the incidence of differ- 
ent types of aetiology of congestive cardiac failure and 
secondly to show that in general practice, as the prac- 
titioner has_ limited facilities at his command, how 
difficult it is at times to arrive at a definite aetiolcgical 
conclusion in each and every case of congestive cardiac 
failure. As will be seen from the following statistics, 
that after the known causes have been excluded by a 
thorough clinical examination and routine available 
investigations, there still remains a certain percentage 
of cases where the aetiology remains obscure. We have 
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taken statistics of 160 cases, in which most of the 
investigations could be done; these cases were admitted 
at Sir J. J. Group of Hospitals, Bombay, in our unit. 
Each case was examined and investigated according to 
a definite plan. This included detailed history, thorough 
clinical examination and various investigations such as 
screening, estimation of venous pressure, circulation 
time, electrocardiography, blood examination for 
routine cytology, Kahn test, erythrocyte sedimentation 
rate determination, etc. 

Incidence of congestive cardiac failure cases in 
medical wards is fairly high. In our unit during the last 
4 years we had about 300 cases of congestive cardiac 
failure. We have not been able to include all these 
cases here, as in many earlier cases, we could not do 
all the necessary investigations, e.g., E.C.G., etc. 
Even in spite of all the investigations. there remained 
a fairly good number of cases in which the aetiology 
remained obscure. As all of them were not com- 
pletely worked out, we have not presented them here. 


The real mechanism of congestive cardiac failure 
is still not well understood and various theories and 
views are put forward. 

The signs and symptoms of congestive cardiac 
failure develop whenever the heart does not pump 
enough blood for a prolonged period to meet the needs 
of the body, in other words, whenever the cardiac out- 
put becomes inadequate. The level at which the car- 
diac output becomes inadequate depends on the cause 
of heart failure, which can be divided into three 
general groups: 

(1) Heart failure due to primary heart disease 
(low-output failure). This group includes failures due 
to acute rheumatic fever or other forms of myocarditis, 
rheumatic and syphilitic valvular disease, hypertensive 
cardiovascular disease, myocardial infarction, congenital 
heart disease, etc. 

(2) Heart failure due primarily to non-cardiac dis- 
turbances (high output failure). This includes hyper- 
thyroidism, severe anaemias, peripheral arteriovenous 
fistulas, Paget’s disease, beriberi, cor pulmonale. Here 
although the cardiac output is increased, yet the energy 
demand is so great that a point is reached where the 
heart can no longer function efficiently and heart 
failure results; hence here the high cardiac output is the 
cause of heart failure, not the result of it. 

(3) In some cases, heart failure may be due to 
both primary and secondary factors, e.g., a patient 
with hyperthyroidism and heart failure may also have 
rheumatic valvular disease. 

Regardless of whether high output or low cutput 
failure is present, the symptoms and signs of congestive 
heart failure occur in two ways: 

(a) From inadequate blood supply to the tissues, 
especially the kidneys and voluntary muscles. Inade- 
quate blood supply to the voluntary muscles causes 
weakness and fatigue, which often are early symptoms 
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of failure. The inadequate blood supply to the kidneys 
reduces the glomerular filtration, leading to retention 
of sodium with the production of oedema. This mecha- 
nism is known as “‘the forward failure theory of con- 
gestive heart failure’’. 

(6) From inability of the failing heart to empty 
properly, resulting in increased venous pressure and 
wateriogging of the tissues. Starling pointed out many 
years ago that the stroke volume of the heart is directly 
proporticnal to the diastolic volume of the ventricular 
chambers. This is known as Starling’s law. Thus if 
the left ventricle suddenly weakens and propels less 
blood then it receives from the right ventricle and 
lungs, there will be more blood than normal in the left 
ventricle at the beginning of the next systole, the 
diastolic volume of the left ventricle having enlarged to 
hold the extra blood. However, because ot its eniarged 
diastolic volume, the leit ventricle is able to propel 
more blood at the next systole, and the heart continues 
to function adequately although the left ventricle has 
dilated. Similarly, if the right ventricle suddenly fails, 
and the venous return continues unabated, the right 
ventricle will dilate in order to bring its stroke volume 
to its previous level. 

In addition to the dilatation of the right or left 
ventricle, an increased pressure occurs within the affect- 
ed ventricular cavity, and in that portion of the circv- 
latory system draining into it, This produces the 
characteristic clinical picture of left sided heart failure 
or right sided heart failure. This mechanism cf con- 
gestive heart failure is known as ‘‘the backward failure 
theory of congestive cardiac failure’’. 

According to Goldberger both theories are neces- 
sary to explain the phenomenon of congestive heart 
failure. The forward failure theory offers the best 
explanation for the production of oedema, whereas the 
backward failure theory explains best the varied clinical 
pictures of left sided and right sided heart failure. 
However, our knowledge of the physiological mecha- 
nisms of congestive heart failure is still incomplete and 
many phenomena still remain to be explained. For 
example, the roles of the adrenal and posterior pituitary 
glands are receiving increasing attention. Although 
increasing concentration of adrenal corticosteroids and 
antidiuretic substances similar to pitressin have been 


TasBLe 1—SHOWING AGE INCIDENCE 


A e t 


Percentage of Congenital 

Age in No. of Incidence heart Rheumatic 
years cases lesions 

“10-20 14 8-7 Nil 12 
21-30 27 16-8 I 13 
31-40 32 20 3 7 
41-50 40 25 Nil Nil 
51-60 27 16-8 Nil 2 
61-70 16 10 Nil I 


Nil 
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found in the urine of the congestive heart failure 
patients, this alone may not be a factor in the produc- 
uon of congestive heart failure. 

The exact cause of theart failure is unknown, and 
the heart shows no pathological changes indicative of 
failure. However, recent advances in the chemistry of 
muscle contraction, have indicated some of the changes 
that occur when the heart fails. When muscle con- 
tracts, myosin and calcium act on adenosin-triphosphate 
(AIP) to release phosphate and mechanical energy. 
The phosphate then combines with phosphocreatine to 
reform AIP, and more energy is released. These 
organic phosphorus compounds exist as potassium 
saits, and probably account for most of the intracellular 
potassium. Thus the concentration of these compounds 
in muscle can serve as an index of the potential capa- 
city of the muscle for work. Estimation of variations 
in creatine phosphorus and potassium, etc., has shown 
that in the very early stages of ventricular hypertrophy, 
there appears to be an increase in the concentration 
of creatine, phosphorus and potassium, but with 
further hypertrophy all the values appear to fall, and 
reach their lowest levels, with extreme cardiac hyper- 
trophy and heart failure. This is the pathogenesis of 
congestive cardiac failure and this is the common 
mechanism in clinically different aetiological conditions. 

In our series, we have analysed our cases into the 
tollowing aetiological categories : 

1. Congenital heart lesions. 

2. Myocardial involvement due to coronary dis- 
ease, atheroma, infections, toxins, beriberi, metabolic 
disorders, etc. 

3. Hypertensive group. 

4- Valvular lesions, either rheumatic, syphilitic, 
bacterial endocarditis. 

5. Conditions in the lung—cor pulmonale. 

6. Hyperkinetic circulatory states such as severe 
anaemia, thyrotoxicosis, etc. 

7. Cardiac irregularity, e.g., auricular fibrillation, 
paroxysmal tachycardia. 

8. Condition in the pericardium, e.g., pericarditis, 

9g. Miscellaneous conditions. 


Table 1 gives the analysis of 160 cases studied 
during the last three years. 


IN CORRELATION WITH AETIOLOGY 


i i y 
Miscellaneous 
including 
Syphilitic Hyper- Cor Coronary anaemia, 
tension pulmonale diseases _irveg. and 
unknown 
Nil I Nil Nil 1 
3 5 3 Nil 2 
3 6 7 2 4 
8 8 Ir 6 7 
3 7 - 8 6 1 
Nil 4 6 5 Nil 
1 
20 
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As patients above 12 years of age only were ad- 
mitted in our ward, cases of congestive cardiac failure 
during childhood are not included in this series. From 
Table 1 it is seen that the maximum age incidence was 
between 31 and 50 years. 

Sex incidence—Out of 160 cases, 143 cases were 
males and 17 cases were females, the larger incidence 
among males, may probably be due to higher rate of 
male admissions, 

Chief presenting symptoms—The patient was inter- 
rogated about the following symptoms and the incidence 
of each is shown in Table 2 


TABLE 2——SHOWING MAIN SysiPTOMS 


Guunbions:. No. of Cases Percentage of 
Incidence 

1. Dyspnoea one 121 75°6 
2. Cough a 56 35 
3. Palpitation 19 10°7 
4. Praecordial pain 38 23°7 
5. Pain in the right hypo- 

chondrium 19 10°7 
6. Pain in the epigastrium 7 4°3 
7. Pain in joints se 17 10-6 
8. Oliguria 19 10-7 
9. Insomnia ins 12 7°5 


Thus dyspnoea forms the most predominant symp- 
tom, present in 75°6 per cent of cases. 

Physical signs—All the cases were thoroughly exa- 
mined and the important physical findings were noted 
and grouped in Table 3. 


TABLE 3—-SHOWING IMPORTANT FINDINGS 


No of cases Percentage of 
Incidence 
Signs in General : 
1. Engorged veins 85 
2. Enlarged liver R 68 42°5 
3. Oedema of feet ‘ 39 24°3 
4. Congestion in lungs ... 53 331 
5. Ascites bes 12 7°5 
6. Clubbing of fingers 4 2°5 
7. Blood pressure more 
than 100 19°3 


Signs in Heart: 


1. Enlargement of heart 
beyond midclavicular 


line 44 27°5 
2. Thrills 1. Presystolic 
at apex 20 
2. Systolic at 12°5 
apex Nil 


3. Cardiac Murmurs: 


(a) Systolic at apex 30 18-7 
(b) Diastolic at apex 33 20-6 
(s) Systolic at base 16 10 

d) Diastolic at base 17 10:6 
e) Multiple ove 5 31 


After thoroughly examining and investigating the 
case, attempt was made to arrive at a definite aetiologi- 
cal basis. The aetiological classification is given in 
Table 4. 


TABLE 4——SHOWING AETIOLOGY AND MortTALiTy 
IN THE PRESENT SERIES 


Percentage of No. of 
Aetiology No. of Cases Incidence Deaths 


1 Rheumatic valvular lesions: 
(a) Mitral stenosis 25 
(6) Mitral regurgitation 4 | 35 
(c) Aortic regurgitation 2 Nil 
(ad) Mitral & Aortic ‘| 

combined Nil 


II Specific e.g. aortic 


regurgitation eee 10-6 2 
Ill Hypertension 4 19°3 5 
1V Chronic cor pulmonale 35 21-8 5 
V Coronary thrombosis 20 12-5 6 


VI Congenital heart lesions 
(Two V.S.D., one P.D.A. 


one A.S.D.) 4 2-5 Nil 

VII Anaemia ‘ 3 1-3 2 

VIIL Auricular fibrillation 6 37 3 
IX Unknown aetiology 9 5°6 3 


From Table 4, it is seen that rheumatic valvular 
lesions and chronic cor pulmonase form- the highest 
aetiological factors; they are followed by hypertension 
(19°3 per cent), coronary thrombosis (12°5 per cent), 
syphilitic valvular lesions (10°6 per cent), cardiac irre- 
gularity (3°7 per cent), congenital heart lesions (2:5 per 
cent) and anaemia (1°8 per cent). The cases in which 
the aetiology remained obscure form about 5-6 per 
cent; in the latter out of g cases, 3 died before all 
the investigations could be completed; in the rest of the 
6 cases no obvious cause could be detected. The 
mortality is 28 out of 160 cases, giving a percentage 
of 17; coronary thrombosis accounted for 6 cases. 

All the cases were subjected to the usual line of 
treatment which included digitalis, mercurials, seda- 
tives, etc. The average duration of stay in the hospital 
was 33 days. The details of therapeutics are beyond 
the scope of this paper. 


SUMMARY 


A clinical study of 160 cases of congestive heart 
failure admitted during the last 3 years at Sir J. J. 
Group of Hospitals, Bombay, in our unit, shows that 
in 9 cases (5-6 per cent) the aetiology remained obscure 
in spite of all the possible available investigations. 

The aetiology, common symptoms and signs have 
been correlated. 
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HYPOTENSIVE ACTION OF ANOTHER 
RAUWOLFIA SERPENTINA ALKALOID: 
A Clinical Report 
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(From the Cardiological Dept., K. E. M. Hospital, 
Bombay) 


Vegetable extracts, such as those made from the 
mistletoe plant, the hawthorn (Cratoegus oxycantha) 
and watermelon seeds, although used in the treatment 
of hypertension have _ yielded conflicting results in 
different hands and have failed to gain general 
endorsement. 

On the other hand, extracts made from the roots 
of the Serpentina plant (Rauwolfia serpentina) have 
gained, within recent years, increasing popularity in 
the treatment of essential hypertension, all over India, 
there is hardly a patient of high blood pressure who has 
not been subjected, at some time or another, to its 
effects. The production of tablets containing dried 
extract of the root of R. serpentina in India alone 
works out at several millions per annum. 


R. serpentina (variously known in India as sarpa- 
gandha, chandrika, chotachand, chandra, dhanmarna, 
dhan-barua, patalagandhi, and covanamilpori) of the 
natural order Apocynaceae, is a large twining herb or 
shrub, found in the Himalayas, Assam, Java, Pegu, in 
Although used 


Malaya Peninsulas, and in the Deccan. 
in India for centuries, as antidote to insect and reptile 
bites, as febrifuge and for insomnia and insanity, 
its clinical application to high blood pressure cases is 
comparatively much recent. 


PHARMACOLOGICAL ACTION OF R. SERPENTINA 
PREPARATIONS 


Considerable work has been done, within recent 
years, on the chemical structure and alkaloidal content 
of R. serpentina, by Dymock (1891), Sen and Bose 
(1931), Siddiqui and Siddiqui (1931), Van Itallie and 
Steenhauer (1932), Siddiqui (1939), Mookherjee (1940). 
It is customary, on the basis of work done by Siddiqui 
and Siddiqui (1931), to classify the alkaloids of 
R. serpentina root into two groups, viz. (1) The ajma- 
line group of three white crystalline, weak bases, ajma- 
line, ajmalinine, ajmalicine; and (2) the serpentine 
group of two yellow crystalline stronger bases, serpen- 
tine and serpentinine. 

The pharmacological actions of Serpentina root and 
of its individual alkaloids have been investigated from 
time to time by Chopra et al (1933, 1941, 1942), 
Siddiqui and Siddiqui (1931), Sen and Bose (1931), 
Roy (1931), Raymend-Hamet (1940), Bhatia and 
Kapur (1944), Gupta, Kahali and Dutt (1944), and by 
others. On the basis of such experimental and clinical 
studies, the followinng pharmacological actions have 
been attributed to the root of R. serpentina. (1) By 


action on the vasomotor centre, it leads to generalized 
vasodilatation, with a lowering of blood pressure,” (2) 
By depressant action on the cerebral centres, it soothes 
the general nervous system. (3) It exerts a sedative 
action on the plain musculature of the intestinal tract. 
(4) It stimulates the bronchial musculature, 


A new alkaloid isolated by Muller, Schlittler and 
Bein (1952), from the roots of R. serpentina, is des- 
cribed as an odourless, fine white crystalline powder 
with a melting point of approximately 263°C. and an 
empirical formula of C,,H,,O,N, but with an obscure 
chemical structure. On the basis of animal experi- 
ments, it is said to possess marked and long lasting hypo- 
tensive, vasodepressor and sedative-hypnotic properties 
(Muller, Schlittler and Bein, 1952; Bein, 1953). 


Previous CLINICAL STUDIES 


Quite a number of papers have been published 
recently on the clinical application of R. serpentina to 
high blood pressure cases (Vakil, 1940; Paranjpe, 1942; 
Bhatia, 1942; Vakil, 1949; Mazumdar and Mukherjee, 
1951). 

The author was able to present the results of an 
extensive clinical trial of the dried root of R. serpen- 
tina in cases of benign essential hypertension (Vakil 
1949). It was conciuded, on the basis of this study, 
that R. serpentina therapy has ‘‘a definite place in 
the treatment of cases of high blood pressure’’, being 
“capable of lowering both systolic and diastolic blood 
pressure’’ and being devoid of serious reactions. At 
the same time, one serious drawback was noted with 
regard to the then available serpentina preparations, 
viz., lack of proper standardization; as a result the 
hypotensive action of the drug was ‘‘not strictly con- 
stant from batch to batch of the drug’’. A serious 
need was felt for a more carefully standardized prepara- 
tion of the drug, the action of which could be satis- 
factorily predicted at all times. 


THE PRESENT STUDY 


A large number of standardized tablets, containing 
o'5 mg. of a new hypotensive alkaloid derived from the 
root of R. serpentina* was made available to the 
author. This preparation was subjected to a clinical 
analysis in twenty-five cases of essential hypertension. 


During the current investigation, special efforts 
were made to steer clear of the various fallacies in- 
volved in the interpretation of therapeutic results, to 
which attention has recently been directed by Ayman 
(1931), Kapernick (1943), Smirk (1944), Vakil (1949) 
and others. The factor of natural lability of the blood 
pressure, particularly striking in hypertensives, is often 
lost sight of in the interpretation of results; as a conse- 
quence, perfectly normal or natural fluctuations of 
blood pressure are erroneously misconstrued as evi- 


*The tablets (labelled as ‘“‘Serpasil’’ or Preparation 
13'020”) were supplied to the author by Ciba Pharma Ltd 
for clinical trial. 
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dences of the curative value of the preparation under 
trial. 
METHOD OF INVESTIGATION 

In the present investigation, I have tried to adhere, 
more or less closely, to the plan adopted previously, 
in the case of R. serpentina (Vakil, 1949). 

Selection of material. Twenty-five patients of 
essential benign hypertension, who showed their willing- 
ness to co-operate, were selected for this study, from a 
large number cf private patients. One of these 
patients, who experienced a somewhat severe hypo- 
tensive reaction (a fall of 40 mm. systolic pressure) after 
the first two doses of tablets, and was anxious to dis- 
continue treatment, was replaced by a fresh subject. 

The diagnosis of essential hypertension was clearly 
established in each case, by recourse to a thorough 
clinical examination as well as routine investigations, 
like urine analysis, orthocardiography, cardioscopy, 
electrocardiography, ophthalmoscopy and, in some cases, 
teleradiography, intravenous pyelography and_ renal 
function tests. 

Only patients with systolic pressure over 160 mm. 
and diastolic over 95 mm. were accepted as suitable 
subjects. For various reasons, it was considered desir- 
able to exclude cases of nephritic or renal hypertension, 
endocrine hypertension and malignant hypertension, 
from this preliminary investigation. 

Pre-arranged plan. Each patient was _ instructed 
to report for examination periodically, in accordance 
with a pre-arranged and rigid plan. The routine 
adopted in each case was as follows, viz., after an 
initial examination and check-up of the initial or 
“‘casual’’ blood pressure (reading A), the patient was 
kept on a sedative tablet (containing 0-25 grain of 
phenobarbitone or luminal) administered three times a 
day for two weeks, the blood pressure being recorded 
again (reading B) and accepted as the ‘‘pretreatment’’ 
level. This preparatory period of sedation appears to 
exert a sort of stabilizing influence on the blood pressure 
level of hypertensives, especially in those with hyper- 
sensitive nervous systems. 

The tablets (one tablet of 0-5 mg. twice a day 
after meals) were then started. The dose was main- 
tained continuously for four weeks. No other medi- 
cinal preparations were permitted during this course, 
except occasional tablets of analgesics and laxatives. 
During this course the blood pressure was recorded 
once weekly (readings C, D, E and F). After four 
weeks of therapy, all medication was stopped for 2 
weeks at the end of which the blood pressure was again 
recorded (reading G). A second course of the 
tablets (in the same doses) was then started and main- 
tained for two weeks, after which the blood pressure 
was recorded for the last time (reading H). The fol- 
lowing eight sets of blood pressure readings were, 
therefore, recorded in each case, viz., (A) at start of 
investigation, (B) after two weeks of sedative therapy, 
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(C) after one week of therapy, (D) after two weeks of 
therapy, (E) after three weeks of therapy, (F) after four 
weeks of therapy, (G) after a fortnight of no medication, 
(H) after two weeks cf treatment (second course). 


The ritual observed at each check-up of the 
patient was as follows. At each attendance, usually 
between the hours of three and six p.m., the patient 
was permitted to rest in the waiting room for about 
half an hour after which he was subjected to a detailed 
history and clinical examination. The blood pressure 
was recorded in the recumbent positicn with the aid of 
a new Baumanometer, in accordance with the sugges- 
tions of the joint British and American Committees for 
standardization. Of three consecutive readings at each 
sitting, only the third or last was accepted for record- 
ing purposes. All the observations reported here were 
made by me using the same instrument throughout. 


In the present investigation, I have not concerned 
myself much with the improvement in individual symp- 
toms, reported by patients, such a determination being 
liable to errors of interpretation. In any case, the 
symptomatic status of such a case bears little or no 
relationship to the level of the blocd pressure. 

For the 
following 
diastolic 
systolic 


Classification of severity of hypertension. 
purposes of the present investigation, the 
degrees or grades of severity of systolic and 
pressures, respectively were recognized viz., 
hypertension was classified as ‘‘mild’’ with figures 
ranging from 160 to 179 mm. and ‘‘moderate’’ with 
figures of 180 to 199 mm. and as ‘‘severe’’ with 200 mm. 
or over. Similarly, diastolic hypertension was classi- 
fied as ‘‘mild’’ with figures between 96 and 100 mm., 
as ‘‘moderate’’ with 111 to 125 mm. and as “‘severe’’ 
with figures of 126 and over. 


Therapeutic response: Many American’ workers 
regard a fall of 15 per cent in systolic and diastolic 
pressures as ‘‘good’’ effect and 10 per cent as “‘fair’’ 
effect. In the present study, all rises or falls of systolic 
blood pressure of less than 10 mm. and of the diastolic of 
less than 5 mm. have been classified as ‘‘insignificant,”’ 
rises or falls of systolic pressure between 10 and 24 mm. 
and of the diastolic between 5 and 14 mm. as ‘‘mode- 
rate’’ and rises or falls of the systolic exceeding 
25 mm. and of the diastolic exceeding 15 mm. have been 
classified as ‘‘marked.’’ 


RESULTS OF INVESTIGATION 


therapy. Out of 


After two weeks of sedative 
25 cases 16 (64 per cent) showed a drop of systolic 
pressure ranging from 2 to 18 mm., with an average 


drop of 8 mm. In 6 cases (24 per cent), there was a 
rise of pressure ranging from 2 to 10 mm., with an 
average of 4 mm. In the remaining 3 cases (12 per cent), 
the systolic pressure remained unaltered. Taking the 
whole group of 25 cases into consideration, the average 
drop of systolic blood pressure after 2 weeks of seda- 
tion, worked out at between 2 and 3 mm. 
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In the case of the diastolic blood pressure, 14 cases 
(56 per cent) showed a drop of pressure, ranging from 
2 to 10 mm. with an average of 4 mm.; in 3 cases (12 
per cent), there was a rise of pressure, ranging from 2 to 
6 mm., with an average of 4 mm.; in the remaining 
8 cases (32 per cent), the diastolic pressure remained 
unaltered. 


AFTER ONE WEEK OF THERAPY 


The immediate response of the blood pressure to 
therapy is shown in Table r. 


TABLE I—-CHANGES OF SYSTOLIC AND Dtastotic BLoop 
PRESSURE AFTER ONE WEEK OF THERAPY 


Systolic blood Diastolic blood 


pressure pressure 

Extent of alteration No. of Per No. of Per 
in blood pressure cases cent cases cent 
From +10to + 6mm. 1 4 
+ 5to + I mm. 4 16 4 16 

No change I 4 I 4 
From 1 to — 4mm. 3 12 10 40 
5to —- gmm. 8 32 6 24 

—1o to —14 mm. 2 8 2 8 

—15 to -19 mm. I 4 2 8 

—20 to —24 mm. 2 8 

—25 to -29 mm. o 

—30 to —34 mm. I 4 o o 

—35 to —50 mm. 2 8 o o 

From +10 to —50 mm. 25 100 25 100 


Systolic blood pressure. Of the 25 cases studied, 
19 (76 per cent), showed a drop of systolic pressure, 
ranging from 2 to 46 mm., with an average drop of 
14mm. In one case (4 per cent), it remained unaltered 
whilst in 5 (20 per cent), there was an actual rise, 
ranging from 2 to 6 mm., with an average rise of 4 mm. 

A “marked fall (ie. 25 mm. or over) of systolic 
pressure was noted in 3 cases (12 per cent), a “‘mode- 
rate’ fall (10 to 24 mm.) in 5 cases (20 per cent), 
and an “‘insignificant fall (under Io mm.) in II cases 
(44 per cent). 

Diastolic blood pressure. Of 25 cases, 20 cases 
(80 per cent) showed a fall ranging from 2 to 18, with 
an average of 6 mm.; in 4 cases (16 per cent), there 
was a rise ranging from 2 to 4, with an average of 
3 mm.; in 1 case (4 per cent), the diastolic remained 
unaffected. 

The diastolic fall was classified as being of ‘‘mark- 
ed’’ degree (over 15 mm.) in 2 cases (8 per cent), as 
‘‘moderate’’ (5 to 14 mm.) in 8 cases (32 per cent) 
and as “‘insignificant’’ (below 5 mm.) in 10 cases (40 
per cent). 

The hypotensive action was reported as ‘‘good’’ 
in 8 cases (32 per cent), for systolic pressure (fall of 
pressure exceeding 10 mm.) and in 10 cases (40 per 
cent) for diastolic pressure (fall exceeding 5 mm.). 

Systolic and diastolic pressure behaviour. In 18 
(72 per cent) of my cases there was a fall of both 
systolic and diastolic pressure; in 4 cases (16 per cent) 
there was a paradoxical rise of both pressures, in one 
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case (4 per cent) there was a rise of systolic with a 
fall of diastolic, in 1 case (4 per cent) there was a 
fall of systolic with no change in diastolic and in 1 case 
(4 per cent), a fall of diastolic with no alteration in 
systolic. 


AFTER Four WEEKS OF THERAPY 


The delayed response of the blood pressure to 
therapy is shown in Table 2. 


TABLE 2—CHANGES oF SysToLIC AND Diastotic Broop 
PRESSURE AFTER Four Weeks or THerapy 


Systolic blood Diastolic blood 
pressure pressure 
Extent of alteration No. of Per No. of Per 
in blood pressure cases cent cases cent 
From +20 to +11 mm. 1 4 
+10 to + Imm, 2 8 4 16 
No change I 4 2 8 
rom 1 to 9g mm. 3 12 5 20 
-~10 to -19 mm. 6 24 12 48 
-20 to —-29 mm. 6 24 2 8 
—30 to mm. 2 8 
tO Mmm. 3 12 o 
—50 to mm. 1 4 
From +20 to —70 mm. 25 100 25 100 


Systolic blood pressure, Of the 25 cases investi- 
gated, 21 cases (or 84 per cent) showed a drop of 
systolic pressure ranging from 2 to 68 mm., with an 
average of 24 mm. In 3 cases (12 per cent), there was 
a rise of systolic ranging from 2 to 16 with an 
average of g mm.; in I case (4 per cent), the systolic 
pressure remained unaltered. Taking all cases into 
consideration the average fall worked out at 19 mm., 
with a range of +16 to —68 mm. 

The systolic fall was clagsed as being ‘‘marked’’ 
(25 mm. or over) in rr cases (44 per cent), as 
‘“‘moderate’’ (10 to 24 mm.) in 7 cases (28 per cent), 
and as “‘insignificant’’ (below 10 mm.) in 3 cases (12 per 
cent). In other words, the systolic response was re- 
garded as ‘‘good’’ (10 mm. or over) in 18 cases (72 per 
cent), after 4 weeks of therapy. 


Diastolic blood pressure. Out of the 25 cases, 
19 cases (76 per cent) showed a drop of diastolic 
pressure ranging from 2 to 26 mm., with an average of 
12 mm.; in 4 cases (16 per cent), there was an actual 
rise of pressure ranging from 2 to 8, with an average 
of 3:5 mm.; in 2 cases (8 per cent), the diastolic level 
remained unaltered. 

Taking all cases into consideration, the diastolic 
pressure showed an average drop of 8:5 mm., the range 
of variation being +8 to —26 mm. 

The diastolic fall, after 4 weeks of therapy, was 
reported as ‘‘marked”’ (i.e., 15 mm. or Over) in 5 cases 
(20 per cent); as ‘‘moderate’’ (5 to 14 mm.) in 12 cases 
(48 per cent); and as “‘insignificant’’ (under 5 mm.) 
in 2 cases (8 per cent). A good diastolic response 
(i.e., 5 mm. or over) was obtained in 17 cases (68 per 
cent). 
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Systolic and diastolic blood pressure behaviour. 
In 19 (76 per cent) of my 25 cases, there was a fall 
of both systolic and diastolic pressures; in 2 cases 
(8 per cent) there was a paradoxical rise of both 
pressures, in 1 case there was a fall of systolic with a 
rise of diastolic, in 1 case a rise of systolic with no 
change in diastolic, in one case a fall of systolic with 
no change in diastolic and in one a rise of diastolic 
with no change in systolic. 

Types of systolic pressure response, during 
therapy. In 1949, I was able to recognize five main 
types of systolic blood pressure curves, according to 
the rapidity and degree of response of the systolic 
blood pressure to the action of R. serpentina; to these, 
one more type has had to be added, as the result of 
the present investigation, making six types of blood 
pressure response in all, viz., (1) A gradual fall, conti- 
nuing throughout the course of treatment (observed 
in 11 of the present series or in 44 per cent). (2) The 
plateau type, where the systolic level remained more 
or less constant throughout the course of treatment (in 
4 cases or 16 per cent). (3) A precipitate initial fall 
with a subsequent gradual decline (5 cases or 20 per 
cent). (4) An initial plateau with a subsequent gradual 
fall (in 1 case or 4 per cent). (5) A precipitate initial 
fall with subsequently a plateau (in 1 case or 4 per 
cent), (6) An initial gradual decline followed subse- 
quently by a precipitate fall (in 1 case or 4 per cent). 

Persistence of hypotensive action after cessation of 
therapy. In order to determine the persistency or 
otherwise of the hypotensive action of the drug, a 
complete cessation of treatment was effected for 
2 weeks, in all the 25 cases investigated, i.e., after 
4 weeks of continuous therapy. 

This aspect of the subject was studied in the 
19 cases of the present series, who had responded to 
the administration of the drug by fall of both systolic 
and diastolic pressures. The results after 2 weeks’ 
cessation of treatment were as follows. In 9 of the 
19 cases the low levels induced by the therapy 
were all maintained; in 7 cases, they were partially 
maintained; in 1 case, they returned to their pre- 
treatment levels; in the remaining 2, there was a 
further fall of pressures. The hypotensive action of 
the drug was therefore perceptible after 2 weeks in 
18 of the 19 cases (or in 95 per cent) studied from this 
point of view. 

Consistency of hypotensive action. In order to 
test the new preparation for consistency of action, a 
second course of tablets was administered to all the 
25 cases for 2 weeks, after a clear interval of 2 weeks. 
The dosage was similar to that employed during the 
initial course. In 23 of my 25 cases, there was a 
further drop of systolic levels, ranging from 2 to 
24 mm., with an average drop of 7-6 mm.; in the remain- 
ing two cases, there was an actual rise of systolic level 
(6 mm. and 2 mm. respectively) after 2 weeks of treat- 
ment. 
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In 21 of the 25 cases (84 per cent), there was a 
further drop in the diastolic levels, ranging from 
2 to 12 mm., with an average of 5°I mm.; im 2 cases 
(8 per cent), the diastolic levels remained unaltered 
whilst in the remaining two, there was an actual 
paradoxical rise of pressure (6 mm. and 2 mm. respec- 
tively). 

Although the behaviour of the systolic and the 
diastolic levels after therapy was parallel or similar 
in most instances, there were two exceptions to this 
rule. Whilst in one of my cases, a systolic rise was 
observed in conjunction with diastolic fall, the opposite 
phenomenon was observed in another case. 

Although the behaviour of the blood pressure 
levels after the second course of tablets was somewhat 
similar to that after the first in most instances, there 
were a few exceptions to this rule. In four cases, in 
spite of precipitous drop of systolic and diastolic 
pressure after the first 4 weeks of therapy, the response 
to the second course was insignificant (e.g., in Case 14 
of my series, the systolic and diastolic falls after 
therapy were 68 and 26 mm. respectively for the first 
course and 4 and o for the second course). The 
reverse phenomenon viz., a good response to the 
second course of tablets with little or no response to 
the first, was observed in two cases (e.g. in Case 6, 
the systolic and diastolic falls after therapy were 4 
and o mm. respectively for the first course and 24 and 
10 mm. for the second). 


THe ReLaTion oF VARIOUS FACTORS TO THERAPEUTIC 
RESPONSE 
The response of essential hypertension to therapy 
was ascertained from the point of view of the following 
factors: 
I. Age: 


In the 25 cases of essential hypertension 
investigated, no relation was demenstrable between the 


age of the patient annd the degree of therapeutic 
response elicited. The exhibition of a satisfactory or 
unsatisfactory response to therapy is not therefore 
related to any particular group or groups. 

2. Sex: In the present series of cases comprised 
of 16 males and g females, the therapeutic response was 
somewhat better in the females. At the end of 4 weeks’ 
therapy of the 21 cases (or 84 per cent), who showed 
a fall of systolic pressure level, 13 were males and 
8 females; in other words, improvement in systolic levels 
was noted in 80 per cent of males and in 89 per cent 
of females. Also, whilst the average drep of systolic 
pressure was 21 mm. for males, the corresponding figure 
for females worked out at 26 mm. 

Somewhat similar results were noted in the case of 
the diastolic pressure levels. Of the 19 cases who 
showed a drop of diastolic pressure, twelve were males 
and seven females; diastolic pressure improvement was 
therefore observed in 75 per cent of males and 78 per 
cent of females. The average diastolic drop worked out 
at 9°5 mm. for males and 13-5 mm. for females. 
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The somewhat better therapeutic response observ- 
ed in females may be due to (a) a greater participation 
of nervous factors, (b) the association of climacteric 
disturbances in some cf the patients and (c) the lesser 


vulnerability, in the female of the arterial tree to 
degenerative changes. 
3. The “‘grade’’ of hypertension. The thera- 


peutic response obtained in the present series of cases 
although equally satisfactory in grades 1 and 2 hyper- 
tension, was definitetly of a lesser order in grade 3 
hypertension. The ‘“‘grading’’ of hypertensive cases 
was carried out in accordance with the ophthalmosccpic 
criteria (Wagener and Keith, 1939, 1939a). 

4. The severity of hypertension. 
investigation a definite relationship could be traced 
between the pre-treatment levels of blood pressure, 
both systolic and diastolic, and the therapeutic response 
obtained is illustrated in Tables 3 and 4. 

From Table 3, it will be cbvious that a ‘‘good’’ 
response of systolic pressure level (i.e. 10 mm. or over) 
was recorded in 67 per cent of ‘‘mild,”’ 56 per cent of 
“‘moderate’’ and 100 per cent of ‘‘severe’’ hyperten- 
sives. 


In the present 


In other words, whilst a good result is likely in 
about half to two-thirds cf cases of systolic hyperten- 
sion under 200 mm., it is to be expected in practically 
all cases with pressures over 200 mm, 


TABLE 3—RELATION Of Hypotensive Response To Pre- 
TREATMENT LeveL oF SysTOLIC PRESSURE 


4 weeks yesponse 


. 
= ws = © 3 
Mild 
(160-179 mm.) 9 3 3 I 2 
Moderate 
(180 to 199mm.) 9 2 3 2 2 
Severe 
(200 mm. or over) 7 6 I ° o 
All cases 25 Ir 7 3 4 
Good response 
Table 4 displays somewhat similar results in the 
case of diastolic pressures. A ‘‘good’’ response was 


recorded in 62:5 per cent of cases of ‘‘mild’’, 66°6 per 
cent of ‘‘moderate’’ and 100 per cent of ‘“‘severe’’ cases 
with therapy. 

The ‘‘severe’’ case of hypertension, either systolic 
or diastolic, can therefore be considered as most suitable 
for the therapy. 


5. The duration of the hypertension. This varied 
from about 9g months to 12 years in the present series 
of cases. Although good response was obtained in 
several cases of long duration, the results were, on the 
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Taste 4—Retation or Hypotrenstve Response To Pre- 


TREATMENT Levert or Diastotic Pressure 
4 weeks’ vesponse 
= ~ 
=~ =? 2 
Mild 
(96 to 110mm.) 16 3 7 2 4 
Moderate 
(111 to125mm.) 6 I 3 o 7 
Severe 
(126 mm. or 
over) 3 I 2 o o 
All cases 25 5 12 2 6 
Good response 


whole, more satisfactory in cases of shorter duration. 
This is only natural, considering that structural altera- 
tions of the vascular tree do increase with the age or 
duration of the hypertensive process. 

6. Cardiovascular involvement, This was studied 
mainly from the point cf view of four factors, viz., 
(a) the presence or absence of cardiac decompensation, 
(b) the presence or absence of cardiac enlargement, 
(c) structural involvement of the aorta, (d) the presence 
or absence of electrocardiographic abnormalities from 
past and present experience of RK. serpentina therapy. 
It. is obvious that a good therapeutic response is elicit- 
able in hypertension, irrespective of whether these four 
factors exist or are absent. The response, is however, 
not so striking or dramatic, in the presence of severe 
congestive cardiac failure. 

7. Renal involvement. For various reasons, 
cases of severely impaired renal function have been 
rapidly excluded from the present series. 


Toxic REACTIONS 

As far as I can ascertain, not a single death 
has been reported so far from the administration 
of extracts of R. serpentina. This is indeed a 
remarkable record, considering that hardly a_ case 
of high bleod pressure in India has_ escaped, 
in the past few years, the administration of this 
preparation, at some time or another of its course. 
All those, including myself, who have used extracts of 
R. serpentina quite extensively, can vouch for the non- 
toxicity of these preparations. 

The accidental administration of ten times the 
therapeutic dose in one of my patients, resulted in no 
more inconvenience than a feeling of lassitude and 
giddiness lasting for two days. 

In the present series of cases, the following side- 
reactions were reported by the patients during treat- 
ment with the new alkaloid of R. serpentina under 
clinical trial: 


Weakness or lassitude 4 cases (16 per cent); exces- 
sive drowsiness 3 cases (12 per cent); diarrhoea 2 cases 
(8 per cent); anorexia 2 cases (8 per cent); nasal block 
1 case (4 per cent); frontal headache 1 case (4 per cent); 
aggravation of vertigo 1 case (4 per cent). 

The symptoms of diarrhoea, drowsiness and lassi- 
tude, when observed, were of a mild order and readily 
responded to symptomatic treatment. 

Apart from severe diarrhoea, dysentery and ad- 
vanced congestive cardiac or renal failure, there are no 
contraindications to this mode of therapy. 

Hypersensitiveness to therapy was observed in 
only one patient, who although originally selected 
for the present investigation, had to be replaced by 
another hypertensive subject within a day or two; in 
this subject, the first dose (0-5 mg.) had caused a 
drop of systolic pressure of 46 mm., with a feeling of 
intense depression. 

SUMMARY 

The hypotensive action of a new alkaloidal pre- 
paration of Rauwolfia serpentina (N.O. Apocynacae) 
has been investigated clinically in a series of twenty- 
five cases of essential benign hypertension, 

A standard dosage of one tablet (0-5 mg.) 
twice daily, was maintained for four weeks in each of 
the cases, with a second course of two weeks after an 
interval of a fortnight. The periodical checking up of 
patients was according to a pre-arranged plan. 

Early response to therapy. Within one week of 
the therapy, 76 per cent of patients displayed 
a drop of systolic blood pressure ranging from 2 to 
46 mm., with an average drop of 14 mm. A drop of 
10 mm. or more was observed in 32 per cent of cases. 
80 per cent of cases showed a drop of diastolic pressure 
ranging from 2 to 18 mm., with an average of 6 mm. 
A diastolic fall of 5 mm. or over was observed in 
40 per cent of cases. In 72 per cent of cases, a fall of 
both systolic and diastolic pressures was observed. 

Delayed response to therapy. After four weeks of 
treatment, a drop of systolic pressure was noted in 84 
per cent of cases, the range of drop being 2 to 68 mm., 
and the average drop being 24 mm. A systolic drop of 
10 mm. or over was observed in 72 per cent of cases. 
A diastolic drop, ranging from 2 to 26 mm., with 
an average of 12 mm., was observed in 76 per cent of 
cases. In 68 per cent of cases, the diastolic fall was 
of the magnitude of 5 mm. or over. Drops of both 
systolic and diastolic pressures were observed in 76 per 
cent of cases. 

Types of response. According to the behaviour of 
the systolic pressure, after therapy, six main types of 
blood pressure response could be recognized. 

Persistence of hypotensive action, The hypoten- 
sive action of the drug was perceptible after two weeks’ 
cessation of therapy, in as many as 18 out of 19 cases 
(95 per cent), but to an appreciable extent in 9 cases 


(47 per cent). 
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Consistency of hypotensive action. The hypoten- 
sive action of the drug was obvious, in the great 
majority of cases, after a second course of tablets. 
Further drops were observed in both systolic and 
diastolic pressures. 


Relation of various factors to therapeutic response. 
The therapeutic response was found to be unaffected by 
the age of the patient, somewhat better in females, 
definitely better in grades I and II hypertension, better 
with hypersystolic and diastolic levels, better in cases 
of shorter duration and practically unaffected by other 
cardiovascular lesions. 


Toxic Reactions. There was a conspicuous ab- 
sence of toxic reactions and unpleasant side-effects. 
Amongst the few symptoms encountered during the 
investigation, were lassitude or weakness, drowsiness, 
diarrhoea and anorexia, In one case, treatment was 
abandoned on account of a precipitous fall of blood 
pressure. 


CONCLUSION 


On the whole, the results of this clinical trial have 
been encouraging, there being a fair lowering of both 
systolic and diastolic blood pressures in the majority 
of cases and with no serious reactions whatsoever.* 


*The value of the observations made by the author would 
have been considerably enhanced if a control study with a 
placebo was made and results compared.—Ep., J. Indian M.A. 
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II 


THE CHEMOTHERAPY OF CANCER 
EZRA M. GREENSPAN, M.p. 


Scarcely a decade has elapsed since Huggins first 
demonstrated that the temporary control of advanced 
carcinoma of the prostate was a feasible and useful 
therapeutic objective. In this brief period of time an 
accelerated search for cancer inhibiting agents has 
resulted in the introduction of four major types of 
compounds for the palliation of selected types of ad- 
vanced cancer: 1. cytotoxic radiomimetic agents (nitro- 
gen mustards, triazines, urethane, etc.); 2. metabolic 
inhibitors (antifolics, antipurines); 3. hormenes (estro- 
gens, androgens, ACTH, cortisone, etc.); and 4. the 
radioactive substances. Only a few of the compounds 
in each of these groups has been thoroughly and care- 
fully studied and have been found to be of value to 
the clinician. Although there is now a large pool of 
substances available to the experimentalist, undue opti- 
mism regarding the control of cancer is not warranted. 
Almost without exception, when each of the newer 
agents was first studied in animals as well as in man 
glowing reports were published which aroused unwar- 
ranted hope among both the lay and medical public. 
Only after careful and extensive study were the toxicity 
and the limited therapeutic effects of each of these sub- 
stances understood. These limitations require that their 
use be restricted to a relatively few types of clinical 
cancer and always under conditions of observation which 
afford maximum safety to the patient. A narrow thera- 
peutic dose range distinguishes the useful anti-neoplastic 
drugs from most of the cther pharmacological agents 
available to the clinician for the treatment of non-neo- 
plastic disease. None of the drugs which are available 
to-day can offer the patient a chance for cure. There- 
fore, they should be reserved for patients who are 
beyond hope of cure by surgery or radiation. Never- 
theless, a rational approach to the palliative treatment 
of human cancer appears to be slowing coming upon the 
horizon. 


CHEMOTHERAPY OF CANCER 


I. Cytotoxic AGENTS 


A. NITROGEN MusTARDS AND RELATED COMPOUNDS: 

1. Mechanism of Action 

The nitrogen mustards comprise a series of several 
hundred chemical compounds with a general cytctoxic 
action upon rapidly proliferating cells. Whereas most 
of these mustarde inhibit the growth of transplanted 
tumours in mice, only a few have been studied in man. 
These few mustards were not selected on the basis of a 
greater therapeutic index, but rather because of ease of 
preparation and relative lack of side reactions. The 
methylbis betachlcrethylamine compound (HN,) has 
attained a definite place in the palliative treatment of 
a variety of radiosensitive tumours after disseminated 
metastases have developed. 

2. Preparation and Dosage 

HN, is prepared in the 
bluish white hydrochloride salt in vials containing 
10 mg. This is dissolved in 1o c.c. of normal saline 
or distilled water. Care must be taken to avoid spill- 
age in preparation cf solutions. The calculated dose is 
promptly administered either by a direct syringe tech- 
nique intravenously or into the tubing of a saline infu- 
sion. A large number of biologic substances will com- 
bine with and rapidly inactivate the HN,. Conse- 
quently, it is necessary to hurry the dissolved com- 
pound to its site of action as promptly as possible. 
HN, should not be given in blood, plasma, or protein 
infusions, since these substances inactivate HN, in a few 
minutes. Paravenous infiltration of HN, will produce 
a severe phlebitis and cellulitis. Accidental injection 
into an artery has resulted im gangrene of the extremity. 
The dosage cf HN, is determined by the body weight 
and clinical condition of the patient. A standard 
course has been empirically established at four doses 
of o-1 mg. per kilo per day given on successive days. 
A minimum of four weeks should lapse between such 
courses of treatment. 


form of deliquescent 


3. Toxicity 
The toxic effects of nitrogen mustard are primarily 
gastro-intestinal and hematopoietic. Nausea and vomit- 
ing, which usually occur in the majority of patients 
1-4 hours after injection, can be controlled by the prior 
administration of sodium amytal. Induced depression 
of bone marrow with leukopenia in the peripheral 
blood develops to a greater or lesser extent in most 
patients. Leukopenia occurs maximally between 7 and 
10 days after a standard course of treatment. The 
lymphocyte count falls in the first 24 hours after injec- 
tion and often is associated with a transient rise in 
neutrophils. This is later followed by a fall in neutro- 
phils, the degree of total leukopenia depending to a 
large extent on the level of the white blood count prior 
to treatment. With initial counts over 10,000, the 
white cells usually fall to 3,000-6,000. When the pre- 
treatment count is between 5,000-10,000, the WBC may 
fall to 1,000. With initial counts less than 5,000, the 
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WBC may fall below 1,000. The severity of the leuko- 
penia may be reduced by spacing the doses at 2-3 days 
intervals. It has been nected that even with white 
counts as low as 500, there have been relatively few 
instances of agranulocytic angina. The development of 
some degree of leukopenia is considered as an indication 
that an effective dose of the nitrogen mustard has been 
administered, The white blood count usually returns 
to normal levels within three weeks after treatment has 
been completed. Elderly patients, especially with 
chronic lymphatic leukemia, are more likely to develop 
an induced pancytopenia than are young or middle 
aged adults. In severely cachectic patients transfusions 
are necessary. An induced anaemia may occur occa- 
sionally but is usually mild and often corrects itself with 
concomitant clinical improvement, 


Significant drug-induced thrombopenia and haemor- 
rhagic phencmena occur infrequently and then almost 
always in patients with diffuse neoplastic infiltra- 
tions of the bones or the liver. This distressing event 
does not prelude a clinical remission, however. In 
Hodgkin's disease remarkable clinical remissions may 
occur even after severe pancytopenia and bleeding. 
Blood counts should be done three times per week 
especially during the four weeks after each course of 
HN,,. In most patients with recurrent systemic symp- 
toms from Hodgkin's disease or the related lymphomas, 
repeated courses of the drug may be given without 
serious toxicity to the hematopoietic system. However, 


in the presence of neoplastic infiltration of the liver or 
the not-infrequent complication of an homologous serum 
jaundice, the clinical- course is usually rapidly fatal 
despite the use of HN,,. 


4. Results 

Satisfactory clinical and objective remission may 
be obtained in 50 to 70 per cent of cases of Hodgkin's 
disease and in a_ lesser percentage of giant-follicular 
lymphosarcoma, lympholeukosarcoma of the Sternberg 
type, and reticulum cell sarcoma. These results may 
be reproducible several times, especially in patients 
with Hodgkin’s disease. Relatively good control of 
Hodgkin’s disease for several years has been observed 
with HN, treatment given in as many as a dozen 
courses, Nitrogen mustard is especially useful in those 
proven cases of Hodgkin’s disease in which occult foci 
of neoplastic tissue are responsible for serious constitu- 
tional symptoms. 

5. Combination with X-ray Therapy 

The combined use of x-ray therapy for any pre- 
dominant, local or accessible lesions together with 
nitrogen mustard for the disseminated, inaccessible or 
occult lesions is not only feasible but may well represent 
the treatment of choice in patients with multifecal 
Hodgkin's disease or other solid lymphomas. The 
tumour bed after nitrogen mustard treatment remains 
essentially unaltered without any obvious tendency to 
sclerosis. On the other hand, roentgen therapy in 
addition to offering a greater local tumoricidal effect, 


GREENSPAN 


VOL. XXIII, NO. 3 
DECEMBER, 1953 


also produces connective tissue fibrosis and vascular 
sclerosis in the tumour bed. These roentgen induced 
changes in the normal tissues presumably hinder recur- 
rent tumour growth in the locally irradiated area and 
may possibly hinder the dissemination of tumour cells. 
The results of HN, therapy on accessible lesions which 
have been shown previously to be locally radioresistant 
have been uniformly discouraging. HN, should not be 
relied upon alone to control bone lesions or disease in 
areas which are to produce obstructive phenomena, 
such as around ureters, bile duct, mediastinum or spinal 
cord. It is usually of distinct value to follow HN, 
with x-ray therapy for lesions in these sites which may 
potentially cause obstructive signs. In disseminated 
mycosis fungoides, neuroblastoma, seminoma, and small 
cell or anaplastic carcinoma of the lung or other primary 
sites, nitrogen mustard may temporarily provide a 
favourable clinical influence. Results have been erratic 
in patients with chronic lymphatic leukemia and poor 
in multiple myeloma. 

Thus far nitrogen mustard appears to be unique 
among the cytotoxic agents, in that it is a_ readily 
manageable substance with relatively predictable and 
reproduceable results in patients suffering from the 
solid lymphomas, especially Hodgkin’s disease. 


B. TRIETHYLENEMELAMINE (TEM) (‘‘OrAL NITROGEN 
MusTARD’’) AND OTHER TRIAZINES : 


1. Mechanism of Action 

Triethylenemelamine (2: 4; 6-triethyleneimino-s- 
triazine) is an orally effective nitrogen mustard _ like 
compound whose activity is based upon ethyleneimino 
linkages with biologic activity similar to the ethylene- 
imonium ions formed during the transformation of HN,. 
TEM may be given intravenously without danger of 
venous thrombosis or vesicant action secondary to acci- 
dental extravasation into the tissues. In addition it 
preduces somewhat less nausea, vomiting or other 
cholinergic effects than HN,. Although TEM by the 
intravenous route is approximately twice as potent as 
HN,, its orally-effective dose is difficult to define 
because of erratic absorption based upon variable PH 
in the upper gastro-intestinal tract. Regardless of the 
route of administration, the bone marrow depressant 
effects of TEM are delayed approximately twice as long 
as are those following HN, therapy. The haemato- 
depressive action of TEM is indistinguishable from that 
induced by HN,, but occurs maximally during the 3rd 
or 4th week after any dose or series of doses. This 
rather long delay which is necessary to assess the 
haematological effects of any course of treatment together 
with the difficulty in quantitatively estimating a safe 
and_ effective oral dosage schedule because of erratic 
absorption, constitute the principal disadvantages of 
TEM as a therapeutic agent. For these reasons, TEM 
should be reserved for ambulatory patients in whom 
the hospitalization necessary to administer HN, is not 
feasible. 
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2. Dosage 


* The total dosage for a single course varies from 
50 to 30 mg. given in daily doses of 2°5-5:0 mg. The 
medication may be given on waking with water, break- 
fast being withheld for 2-4 hours thereafter. In an 
attempt to take advantage of the delayed action of 
TEM, various investigators have treated: patients on a 
maintenance dosage schedule of daily, biweekly, or 
weekly doses. These methods have not obviated the 
danger cf severe bone marrow depression occurring long 
after any series of doses; nor has any better therapeutic 
result been obtained. The potential danger of TEM 
cannot be overemphasized, since the convenience with 
which the agent may be given belies its serious delayed 
effects. 


3. Results 

The indications for TEM therapy are similar to 
those already outlined for HN, therapy. Good tem- 
porary palliative results have been reperted in patients 
with Hodgkin's disease, chronic lymphatic and myelo- 
genous leukemia, lymphosarcoma, polycythemia vera 
and other related disorders. Other triazine-like com- 
pounds which have been recently studied include tri- 
ethylene phosphoramide, diethylene phosphoramide, 
and dichlorotriazine. Although it is too early to deter- 
mine whether these substances have any value, preli- 
minary evidence indicates that they are not superior to 
intravenous HN,. 
C. URETHANE: 

1. Mechanism of Action 

Although a large number of carbamates inhibit 
tumour growth in animals, only a single carbamate, 
urethane (ethyl carbamate) has received adequate clini- 
cal study. Urethane manifests a very narrow thera- 
peutic range which can be safely and regularly utilized 
only in patients with chronic myeloid leukemia or 
lymphosarcoma of the giant follicle type. Maximum 
tolerated doses (2 to 5 g. daily by mouth) in such 
patients often induce a fall in the leucocyte count, 
shrinkage of the spleen, and regression in the severity 
of constitutional symptoms. In many patients the 
doses necessary to induce these effects produce acute 
nausea, vomiting, and mild narcosis. Patients with 
chronic myeloid leukemia who have been previously 
treated with x-ray to the spleen usually require much 
larger doses to induce favourable haematologic changes. 
When pancytopenia occurs, it may persist for 1 to 2 
months after treatment has been discontinued. A syn- 
drome resembling subacute yellow atrophy or post- 
necrotic portal cirrhosis may occasicnally appear in 
patients after prolonged therapy at relatively high 
dosage. 


2. Dosage 


Urethane should be given in doses of 2 to 4 g. 
daily, either in enseals or in a 50 per cent water solu- 
tion. Two cubic centimeters of the latter solution are 
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mixed with 4 c.c. syrup cf orange and taken by mouth, 
followed by a glass of water. This should be repeated 
two to four times daily. In some patients daily sub- 
cutaneous injection of 2-4 c.c. of 50 per cent aqueous 
solution of urethane is tolerated better than per oral 
administration. A total of 200 to 250 g. of urethane 
is usually given for patients with multiple myeloma. 


3. Results 


In treatment of chronic myeloid leukemia,  ure- 
thane would seem to offer no advantage over x-ray 
therapy to the spleen except for those few ambulatory 
patients who reside in areas lacking adequate facilities 
for radiotherapy. After a patient has failed to respond 
to a third or fourth course of splenic radiation it is 
unusual to observe improvement following urethane 
therapy. In patients with lymphoid leukemia, Hodg- 
kin’s disease or lymphosarcoma, urethane may cause 
regression of leukemic or lymphomatous infiltrations. 
However, x-ray therapy or other chemotherapeutic 
agents offer the patient a better chance for better and 
more lasting clinical remissions. In patients with 
multiple myeloma large doses of urethane have had a 
favourable influence upon bone pains. Bence- Jones 
proteinuria has diminished and hyperglobulinaemia 
have decreased in a few cases. 

At the Mount Sinai Hospital where many patients 
with late stages of multiple myeloma are admitted, 
favourable results of urethane have only rarely been 
observed. Temporary favourable results in earlier 
stages of multiple myeloma have been observed when 
urethane could be administered immediately after the 
disease had been discovered. 


Il. Merasporic INHIBITORS 


A. Fotic Actp ANTAGONISTS : 

1. Mechanism of Action 

The recent interest in folic acid, citrovorum factor 
and the folic acid antagonists in neoplastic diseases 
originated from Lewisohn's observation that an impure 
fermentation product, ‘‘folic acid conjugate’’, was 
capable of inhibiting tumour growth in mice, A large 
number of compounds with anti-folic activity have since 
been shown to inhibit a variety of tumours in lower 
animals. Both the tumour inhibitory action and the 
toxicity of these substances is based entirely on their 
potency as inhibitors of the essential metabolites folic 
acid and citrovorum factor. 

The central problem in the clinical evaluation of 
the fclic acid antagonists consists in the induction of 
a metabolic deficiency state with minimum risk to the 
patient. Both the tumour inhibitory effect and the 
toxicity induced by folic acid antagonists may be 
simultaneously prevented by the concomitant adminis- 
tration of citrovorum factor or, under specific condi- 
tions cf its precursor, folic acid. However, once 
toxicity has been fully established (by complete inhibi- 
tion of a vital enzyme system), the impending lethal 
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state cannot be reversed regardless of the amount of 
citrovorum facter administered. No significant differ- 
ences in either therapeutic ratio or mechanism of action 
have been noted among the numerous folic acid-citro- 
vorum factor antagonists. For this reason it is prefer- 
able to employ one cf the two most thoroughly investi- 
gated of the available potent compounds, i.e., amino- 
pterin or amethopterin. 


2. Dosage 


Although the absorption and fixation of amino- 
pterin occurs promptly—in a matter cf minutes after 
administration, the toxic and/or therapeutic potential 
of any given dose or series of doses is delayed for 
approximately 3 to 7 days after drug administration. 
This delayed and cumulative effect on physiological 
precesses within the period several days after drug 
administration is an important characteristic of folic 
acid antagonists. Another peculiarity of these agents is 
that the maximum single dosage tolerated when given 
once per week far exceeds the total dosage tolerated 
during a period of a week when a series of doses are 
given daily. For these and cther reasons the daily 
dosage regimen should not be based upon the size of 
any single individual or daily dose, but rather on the 
basis of, total aggregate dose per week. Thus a child 
with acute leukemia could be expected to respond to 
a total aggregate dosage cf o-1 mg./kg. per week of 
aminopterin or 1 mg./kg. per week of amethopterin 
given in doses divided into daily aliquots. Ten mg. of 
amethopterin approximates one mg. of aminopterin in 
potency in man. In adults with metastatic carcinoma the 
maximum tolerated dcses are twice as large as those 
tolerated in patients with leukemia varying from 1-0 to 
2-0 mg. of aminopterin or 10 to 20 mg. of amethopterin 
daily. 

3. Toxtcity 

A reduced tolerance to antifols may be expected in 
the presence of starvation, severe infections, impaired 
renal function, and pessibly during the administration 
of testosterone. For maximum safety, the daily dose 
of antagonist should be increased stepwise at intervals 
of not less than five to seven days. The sequence of 
toxic signs during development of the deficiency state 
usually differs among patients with leukemia or lym- 
phema when contrasted to patients with carcinoma. 
In the former, signs of bone marrow hypoplasia usually 
precede the appearance of mouth and pharyngeal ulcera- 
tion. In the patient with carcinoma, stomatitis and oral 
ulcerations usually precede bone marrow depression. 
Stomatitis may be used as a guide to the maximum 
tolerated dese in patients with carcinoma, Because of the 
frequent occurrence of a pre-existing pancytopenia in 
the patients with leukemia and the absence of oral 
ulceration during the drug-induced toxic phase, frequent 
bone marrow examinations should be relied upon 
during the five to twenty day period after treatment 
has been instituted to aid in the adjustment of the 

dosage schedule fer the leukemic patient. 
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4. Results 


The results of the treatment of a variety of ad- 
vanced neoplasms with aminopterin or amethopterin 
indicate that an important and useful therapeutic effect 
can be consistently obtained only in children with acute 
leukemia. From fifty to ninety per cent of children 
with acute leukemia may be expected to respond 
favourably during an initial adequate course (I to 2 
weeks) of treatment. Such responses have usually 
occurred in the acute lymphoid (‘‘stem cell’’; ‘‘one-cell’’ 
marrow) type of leukemia rather than in the type: 
clearly distinguishable as myeloblastic in origin. These 
remissions are characterized by rapid shrinkage of infil- 
trated organs, together with marked improvement or a 
return to normal in the haematclogical findings. A small 
number of patients (10-20 per cent) will demonstrate 
several favourable responses over a period of a year or 
longer. There is now good evidence that from three 
to eight months of useful life may be provided to most 
patients by a treatment regimen in which the folic acid 
antagonists appear to play the major role. Causes for 
the poor results in adults as contrasted to children with 
acute leukemia are discussed elsewhere (V.1.). 


Transient tumour regression and some symptomatic 
improvement have been reported by many cbservers in 
patients with lymphomas (Hodgkins’ disease, giant 
follicle lymphoma, leukosarcoma, lymphosarcoma and 
reticulum cel sarcoma) during treatment with folic acid 
antagonists. However, the effects are in general, less 
consistent and less predictable than would have been 
expected with other available chemotherapeutic agents. 
In the chronic leukemias, a limited experience with the 
antagonist has failed to disclose any advantage over 
other available methods of therapy. The action of the 
antagenists on carcinomas and sarcomas has not been 
widely studied. In a few instances of metastatic breast 
neoplasm, transient regression of lesions was noted 
when the drugs were pushed to the limit of toxicity. Of 
considerable interest are observations of temporary 
regression of neuroblastoma in children, metastatic 
seminoma in adults, and myosarcoma in children and 
adults. A more extensive study of the effects of these 
antagonists on a variety of human neoplasms may 
establish that certain additional histologic types respond 
temporarily during the folic acid-citrovorum factor defi- 
ciency state. 


Development of tumour resistance in patients with 
acute leukemia previously sensitive to the antagonists 
has been observed by most investigators. Experimental 
studies demonstrating the synergism between these 
antagonists and certain other tumour inhibiting agents 
may ultimately provide a new and rational approach 
to this problem of tumour resistance. Certain purine 
antagonists (2-6 diamine purine and dimercapto purine) 
have demonstrated a transient tumour inhibitory effect 
in man but it is unlikely that they will supersede the 
antifolics for the treatment of acute leukemia. 


706 <= 


exe 1953 
5 
& 
pers 


1. M A 


Ill. Hormones 


Neoplasms derived from organs under direct endo 
crine influence may in certain instances retain an ele- 
ment of sensitivity to hormonal agents. This sensiti- 
vity often appears to parallel the extent to which the 
tumcur cells resemble cells of the parent organ func- 
tionally and morphologically. Therefore the rapidly 
proliferating anaplastic tumours derived from breast, 
prostate, and thyroid are likely to be more resistant 
to hormones than the slower-growing well-differentiated 
tumours rising from these same organs. 

Hormonal organs are also of value to the clinician 
because of their indirect action on tumour growth via 
profound alteration in the internal milieu. This is parti- 
cularly apparent in patients receiving ACTH or corti- 
sone for leukemia, lymphosarcoma, and other neoplasms 
derived from the reticulo-endothelial system. Some 
physiologists now think of the reticuloendothelial tissues 
as an organ system under partial or indirect control of 
the adrenal gland. The beneficial if non-specific effects 
of hcermonal agents are often seen in cachectic patients 
suffering from diverse forms of advanced cancer. It is 
possible that subclinical endocrine deficiencies in the 
terminal state of cachexia can be partially overcome by 
these agents with gratifying relief of anorexia, weak- 
ness, pain, hypotension, nausea, and other non-specific 
debilitating symptoms. Indeed, the use of adrenal hor- 
menes for symptomatic relief in patients with advanced 
cancer may reduce or temporarily eliminate the need 
for opiates. 

A. In CARCINOMA OF PROSTATE 

Normal prostatic cells produce approximately 1500 
times the amount of enzyme acid phosphatase than 
can be found among any other cell types in the body. 
Most prostatic carcinoma cells also produce acid phos- 
phatase as an apparently essential process in their 
growth. Androgens increase the production cf this 
enzyme by both normal or carcinomatous prostatic 
cells. In patients with an occult prostatic neoplasm, 
the administration of androgens may produce a drama- 
tic increase in the blood level of acid phosphatase. 
Such a testoterone-stimulation test for diagnosis in 
patients suspected of having prostatic carcinoma has, 

however been abandoned because of the inherent 
dangers of stimulating tumour growth. 

When an oestrogen is administered or androgen is 
withdrawn by castration, the ability of cells to produce 
acid phosphatase is impaired, with an associated inhibi- 
tion of cell growth in most patients. The introduction 
of this principle of androgen control has resulted in the 
addition of several years of comfort, economic useful- 
ness, and life expectancy to 80-85 per cent of all 
patients with prostatic carcinoma. The favourable 
responses consist of a usually dramatic relief of nerve 
root pain, improvement in bone lesions, softening and 
shrinkage of the prostate, regression of soft tissue 
metastases, and marked amelioration of constitutional 


symptoms. The prolonged administration of large 
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doses of oestrogens 3-15 mg. stilboestrol daily, or large 
doses of other oestrogen preparations) with castration is 
preferred even after remission has been induced. Side 
effects consist of testicular atrophy, impotence, pig- 
mentation, gynecomastia, and occasionally vertigo, 
nausea, and water retention. These do not usually inter- 
dict treatment unless severe. The apparent induction 
of carcinoma of the breast by oestrogens has been 
reported in rare instances in such patients receiving 
therapy for prostatic carcinoma. 


Huggins has recently extended the principle of 
hormonal control to include bilateral adrenalectomy as 
a procedure which can further eliminate sources of 
androgens or 17-ketosteroids. This procedure is now 
feasible because of the availability of low cost cortisone 
or related steroids for the substitutional therapy neces- 
sary in adrenalectomized patients. The widespread 
adoption of this technique does not appear warranted 
since the preliminary results suggest that relatively few 
additional benefits can be expected from this procedure 
when employed after castration and oestrogen therapy. 


B. In CARCINOMA OF THE BREAST 

The rationale for the use of hormones for meta- 
static breast carcinoma is less well defined than for 
prostate carcinoma. It is clear that either oestrogens 
or androgens will induce a subjective feeling of well- 
being in about 70 per cent of patients. A smaller 
number of patients will show some objective evidence 
of tumour regression. Significant palliation of tumour 
growth with objective evidence of improvement in 
metastatic or primary lesions may be expected in 15 to 
30 per cent of all patients treated with steroidal therapy. 
A dangerous acceleration of tumour growth will occur if 
oestrogens are given to the premenopausal or early post- 
menopausal women. Therefore patients in this group 
should be treated with castration, either by surgery, 
or large doses of x-radiation, followed by a prolonged 
course of intensive androgen therapy. In women five 
years or more past the menopause the use of oestrogens 
rather than androgens is deemed to offer the most 
favourable chance for temporary regression of meta- 
stases. 

About 10 per cent of patients receiving testoterone 
will show striking clinical remission accompanied by 
healing of osteolytic bone lesions, rise in serum alkaline 
phosphatase, improved appetite, weight, and physical 
activity. Although a 15-20 per cent incidence of regres- 
sion of soft tissue metastases will occur in the older 
patients who received oestrogens, young patients receiv- 
ing testoterone only rarely show regression of soft tissue 
metastases. Occasionally a young patient receiving testo- 
sterone may show marked shrinkage of involved lymph 
nodes and subcutaneous tissues followed by develop 
ment of fibrosis at the sites of previous disease. Inten 
sive steroid therapy should be administered for two to 
three months before attempting to evaluate results in 


any age group. 
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Testosterone, testosterone propionate, or methyl 
testosterone may be administered by the subcutaneous, 
intramuscular or sublingual routes respectively at 
aggregate doses of 150 to 450 mg. weekly. Signs of 
masculinization are usually insufficient to warrant with- 
drawal of treatment. Oedema, and hypercalcaemia repre- 
sent more serious complications. Recently large doses 
of methyltestosterone have been incriminated in the 
development of an acute toxic hepatitis among several 
patients. The place of several new non-virilizing steroi- 
dal substance has not yet been fully determined, 
although preliminary evidence indicates that endocrine 
activity is essential for the demonstration of a tumour- 
inhibitory effect. 

The biochemical mechanism by which - steroidal 
agents influence breast tumour cells is yet essentially 
unexplained. For unexplained reasons cell autoncmy 
is often incomplete in patients with breast carcinoma 
even in the presence cf widespread metastases. 

Nevertheless objective evidence of tumour regression 
can usually be obtained only once in any individual 
patient. The development of tumour resistance is 
almost invariably observed after one or two courses of 
treatment. 


IV. Rapioactive ELEMENTS 


prepared 
this 


The radioactive elements at present are 
and administered as simple salts. Unfortunately, 


limits their usefulness in chemetherapy, for these salts 
partake in the normal body metabolism as well as in 


the abnormal metabolism of the tumour cells. Unless a 
radioactive element is found exclusively or prepon- 
derantly in tumour cells, no selective effect will be pro- 
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Myeloid (with Aver Bodies) Amethopterin) 
Curonic LEUKEMIA 
Lymphoid 

Myeloid 


Transfusions; 


LYMPHOMA 
Lymphosarcoma, Reticulum 
Cell Sarcoma, Giant 
Follicular Lymphoblastoma 
Hodgkins 


PoLyYCVTHEMIA VERA 
Phlebotomy 


NEUROBLASTOMA X-ray, Antifols 
METASTATIC CARCINOMA 
Breast 

Prostate 

Thyroid 


Lung X-ray 
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duced, aside from that of generalized radiation; for 
these salts do net otherwise differ biochemically or 
physiologically from their non-radioactive homologues. 
For example radioactive sodium does not concentrate in 
any organ or group of crgans. Since it is found in all 
the extracellular fluids of the body, its effects are simi- 
lar to total body radiation. Although the non-mineral 
radioactive isotopes, such as carbon, nitrogen, and 
oxygen, contribute vastly to our knowledge of physio- 
logy, their practical therapeutic application is very 
limited. Until these isotopes are incorporated into 
fairly stable compounds which themselves selectively 
affect specific enzyme systems or preferentially influence 
metabolic processes in the tumour cells, we should not 
expect these elements to possess sufficient selectivity to 
replace conventional radiotherapy. Radioactive stron- 
tum, cobalt, iron, sulphur, cepper, and others offer 
much hope for important advances in our knowledge 
of basic physiolegy, but nothing startling for the clini- 
cian has been yet forthcoming. For the present our 
attention must be confined to the two older isotopes 
which preceded the atomic age by a good many years. 
The use of radio-iodine has been discussed fully in a 
previous paper in this series (Yohalem, 1953). 
A. Rapioact:® PHosPHORUS 

This isotope is administered as a simple salt, 
either orally or intravenously. It enters into the total 
phosphorus metabolism and especially of cells rich in 
nucleoproteins, such as lymphomatous or leukemic cells. 
Nevertheless, the preferential uptake in leukemic cells 
is only about twice that of nermal tissue cells. This 
is not sufficient to leave normal tissue unaffected, even 
in cases of leukemia in which a vast abundance of 
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malignant cells avidly utilizing phosphorus for nucleo- 
protein synthesis is present. The further disadvantage 
of radioactive phosphorus is that it remains in the 
bone marrow lenger than in other tissues. These facts 
limit its usefulness to the polycythemias and the chronic 
leukemias particularly the chronic myeloid type, in 
which a prolonged action on the proliferating bone 
marrow is desirable. Radioactive phosphorus is essen- 
tially o. no value in carcinomas, nor even in the solid 
lymphomas. 


V. ORIENTATION FOR FUTURE RESEARCH 


Among the numerous current problems facing the 
investigator interested in clinical chemotherapy of can- 
cer, the following may be mentioned: (A) which of the 
hundreds cf compounds with some tumour-inhibiting 
action in animals are worth working on in man; (B) 
how can the development of tumour resistance be 
avoided; (C) does the synergistic action which has been 
demonstrated experimentally between certain types of 
compounds provide any clues worthwhile for the 
clinician. Study of the last two questions has already 
yielded indirect evidence concerning scme of the bio- 
chemical changes occurring during tumour growth. For 
example, Law and others found that leukemic cells 
subjected to the action of a folic acid antagonist during 
many serial transplantations ultimately develop resist- 
ance to the action cf any of the large number of folic 
acid antagonists. Finally these leukemic cells develop 
a state o. dependence upon the antagonists, such that 
their growth may be inhibited by the withdrawal of 
the antagonist or by administration of what was for- 
merly the essential metabolite (folic acid) fer growth. 
The clinical counterpart of this occurs in the develop- 
ment of tumour resistance in leukemic children who 
formerly responded with dramatic remission to folic- 
acid antagonist therapy. 


Although it is true that none of the numerous 
tumour-inhibiting agents available in the laboratory to- 
day show a wide separation of toxic from therapeutic 
action, nevertheless, it has been clearly demonstrated 
that the toxicity produced by certain of these agents 
when employed in combination is not necessarily as 
additive as the therapeutic effect. Thus a combina- 
tion of a folic acid antagonist and a guanine antagonist 
enhanced survival of leukemic animals far better than 
either of these agents alone. Synergistic action has 


also been noted between metabolic antagonists and 
certain acute karyoclastic agents derived from podo- 


phyllin. Some clinical investigators have suggested 
that alternate courses of oestrogens and androgens in the 
post-menopausal women with metastatic breast cancer 
may produce more favourable effects than use _ of 
either agent alone. Although these and other observa- 
tions may not offer hope for any quick or universal 
cure of cancer, it is perhaps net unreasonable to hope 
that the study of drug synergism will provide us with 
a more rational basis for the palliative chemotherapy of 
human malignant disease. 


CARCINOMA OF THE LARYNX 


109 


VOL. XXIII, NO. 3 
DECEMBER, 1953 


REFERENCES 


Council of Pharmacy and Chemistry Report on Current Status 
of Hormone Therapy of Advanced Mammary Cancer— 


].A.M.A., 146: 471-477, 1951. 

A., GREENSPAN, E. M, anp Scnoensacn, E. M.— 
Cancer, 5: 153, 1952. 

GREENSPAN, Ezra, M.—J. Mt. Sinai Hospital, 19: 583-595, 


1952. 


Hapvow, A.—The Practitioner, 167: 46-47, 1951. 


Karnorsky, D. A., et al—Arch. Int. Med., 87: 477-516, 1951. 
Law, L. W. ann Boyer, P. J.—J. Nat. Cancer Inst., 11: 
549, 1951. 


YOHRALEM, STEPHEN Bennetr——-j. Indian M. A., 22: 459, 1953. 


PRACTITIONERS’ CORNER 


MODERN TRENDS IN THE TREATMENT 
OF CARCINOMA OF THE LARYNX 


S. MUKER]JI, M.B.B.S., D.O.M.S. (LOND.), D.L.O.(U.S.A.) 
Patina 


In no other organ of the body does carcinoma 
yield so successfully to early diagnosis and surgical 
treatment as in the larynx. St. Clair Thomson, in 
reviewing the history of carcinoma in the larynx, said 
“When we recall that 50 years ago Morell McKenzie 
was obliged to say that for carcinoma of the larynx, 
‘The only possible termination is death’, we may rejoice 
in realizing to-day that with proper surgery we can now 
essay lasting cures in over 8o per cent of the cases.”’ 

With the improvement in results of surgical treat- 
ment of carcinoma of the larynx, the major problem 
still to be solved in connection with this disease are: 

(1) Education of the public regarding the curability 
ol this type of carcinoma and 

(2) Rehabilitation of the patient after laryngectomy. 

The successful results following laryngectomy in 
early cases prove that much remains to be done in 
educating the public regarding the fact that persistent 
hoarseness is a danger signal and should demand an 
immediate examination by a qualified specialist. Public 
health authorities, cancer detection clinics, and the 
medical profession should combine forces to work to- 
ward this end. A total laryngectomy is not a difficult 
operation technically but if the surgeon is not willing 
to devote much time, effort and thought to these 
patients, to their social and psychological problems, 
and to their rehabilitation, he should not deal with this 
type of case. The advancement of modern surgery has 
brought many refinements in the preoperative and post- 
operative care of the patient with cancer of the larynx. 
The laryngeal surgeon's responsibility should now ex- 
tend beyond operative care and provide systematic 
training to insure a speaking voice after operation, for 
this is of prime importance to the patient. In the past, 
greatest objection to total laryngectomy on the part of 
both the surgeon and the patient has been loss of the 


JOURNAL 
MUKERJI VOL. XXIII, NO. 3 


M. A. 


speaking voice. With preliminary voice _ training 
prior to operation, this disability could be overcome. 
This aspect should be stressed and stressed pointedly 
to the patient and to the lay public, that a laryngec- 
tomized patient can most certainly talk with an oeso- 
phageal voice, if he makes up his mind to it. With 
this procedure and proper organized work from differ- 
ent social and medical bodies, can we ensure the lay- 
man’s interest and willingness for early treatment of 
carcinoma, 


Next to publicity, comes the early and correct 
diagnosis of carcinoma of the larynx. Though the final 
diagnosis mainly lies in stamping a biopsy taken from 
a suspected site and having a positive pathological 
report on it--the essential requisite is teamwork. The 
teamwork comes right down from the public health 
pamphlets and posters about guarding ourselves against 
cancer and allied diseases, to the general practitioner 
in a distant town who must recognize that hoarseness 
may mean carcinoma, and therefore referring the 
patient to a qualified throat specialist, who does take 
recourse to indirect and direct laryngescopic examina- 
tion, biopsy taking, and seeks the expert pathologist's 
findings as to the grade and type of the cancer. It is 
a long chain, where we should never allow a break or 
a gap. Then and then only we can assure ourselves 
that not only the patient is diagnosed well and in time 
but also recommend the most promising type of treat- 
ment for him. 

A word about endoscopy. While investigating a 
case of hoarseness from the malignancy point of view, 
the endoscopic examination has to be really searching 
and meticulous. The site, size, shape and extent of 
the growth has to be very carefully found out and it is 
wiser for the surgeon who is to do the surgery even- 
tually to do his own laryngeal examination and biopsy, 
because then only a clear-cut decision could be made 
by him as to the proper treatment—surgical or radia- 
tional, cr otherwise, After the examination the growth 
should be classified, for which Walsh's classification is 
mostly accepted. He classifies them: 

(3) Intrinsic—tumour confined to true vocal cord. 
The cord is movable. It may cross the anterior com- 
missure and extend down the other cord. 

(2) Endelaryngeal_tumour confined within the 
voice box, i.e., the ventricle, false cords and/or fixation 
of vocal cord. 

(3) Subglottic—tumour arising just beneath the 
true vocal cord. Such a tumour is extensive when it 
involves the true vocal cord. A true cord cancer 
which extends supraglottic and/or subglottic is no 
longer intrinsic. 

(4) Extrinsie—primary lesion involving the epi- 
glottis, aryepiglottic fold, or pyriform sinus. Post- 
cricoid cancer is classified as oesophageal in origin. 

Pathologically, a carcinoma is classified on the 
amount of differentiation of cells, mitosis and kerati- 
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nization and is too well known to be discussed here. 
During laryngoscopy a report on a frozen section of 
a biopsy is very helpful, as a negative finding with 
an unsatisfactory biopsy gives one a chance to repeat 
the biopsy again at the same sitting of endoscopy. 
Grading of carcinoma has rather an important bearing 
on the treatment of the subject. 


TREATMENT 


As with all other carcinomata elsewhere in the 
body, the treaument is broadly divided into two groups: 
viz., radiatiom and surgery. Nowadays, of course, 
radiation ana surgery are used in many cases—surgery 
following radiation or vice versa. 

SURGICAL TREATMENT OF CARCINOMA OF THE 
LAkYNX: The present trend for treatment of carcinoma 
of the larynx, in all its stages, is definitely leaning 
towards more and more of surgery, be it just simple 
excision ora laryngofissure or a total laryngectomy 
or laryngectomy with radical block neck dissection. 
The choice of surgical approach always, of course, 
rests on the site, size, and extent of the lesion. 

Laryngofissure—The surgical procedure of a 
laryngofissure results in a high percentage of cure of 
cancers occurring in the vocal area of the larynx, the 
portion of the larynx lesion in which produces hoarse- 
ness, comprising the true vocal cords, subglottic larynx. 
In this methed the lesion and its possible extensions 
should be excised completely in order to effect a cure. 
A lesion of the silent area of the larynx—ventricular 
bands, the arytenoids, the epiglottis and the external 
surface of the larynx—calls for a total laryngectomy. 
Fortunately, of course, at least 7o per cent of the 
lesions of the larynx originate in the vocal area. 
Cancer in that area is within the thyroid cartilage and 
well guarded from metastatic extension beyond its 
immediate location. Excision of this involved area, if 
it is surrounded by a strip of normal mucous mem- 
brane including the internal perichondrium, will cure a 
high percentage of the cases. An additional advantage 
of doing a laryngofissure is that if the incision is ex- 
tended upwards and the hyoid bone divided, the pre- 
epiglottic space can be explored and the epiglottis itself 
can be removed if only the laryngeal surface is the site 
of the cancer. When the localized lesion in the vocal 
area is more extensive, the thyroid wing in the affected 

side may be removed by separation of the external 
perichondrium—a modification of Sir St. Clair Thom- 
son’s technique for thyrotomy. 

If the growth invades the anterior commissure 
portions of both cords including the internal perichon- 
drium may be excised. A very useful method to keep 
the airway unimpaired is to pass a suspension suture 
from within the larynx and from beneath the base of 
the epiglottis and brought from the skin at the upper 
border of the cartilage on each side of the midline— 
thus holding the base of the epiglottis forward. A 

preliminary tracheotomy is also useful—which may be 
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used for retrograde telescopic view of the exact extent 
and location of the growth. It also prevents the com- 
plication of emphysema and perichondritis by placing 
the larynx at rest during the healing process. 

Total laryngectomy and unilateral or bilateral block 
dissection—Total laryngectomy is indicated in cases 
where there is evidence of metastatic nodes and exten- 
sive cancer and if there appears to be a recurrence of 
carcinoma in the larynx after the patient has been 
treated with laryngofissure. Block dissecticn may be 
performed on the affected side or sides either at the 
time of laryngectomy or at a later date as indicated 
in the individual case. 

A widefield laryngectomy without neck dissection 
is sufficient when an intrinsic lesion has extended too 
far for laryngofissure or other intralaryngeal prece- 
dures. An instance of this would be cancer on both 
true cords or one which just spreads into the ventri- 
cular or subglottic areas. Another example would be 
where pathological examination of the laryngofissure 
specimen shows cancer at the surgical margins. It is a 
well-known fact that cervical lymph node ‘metastases 
occur very rarely under these circumstances. 

This technique is not applicable where any one cf 
the following conditions exists: 

(1) Clinical invasion of base of the tongue. 

(2) The superior margin ef tumour on the lateral 
laryngopharyngeal wall extends above the hyoid bone. 

(3) Carcinoma involves the posterior laryngo- 
pharynx. 

(4) Postericoid carcinoma. 

(5) Common party wall involvement. 

In the above areas in addition to laryngectomy and 
neck dissection, the oesophagus and/or pharynx must 
be resected, similar to technique described by 
Brumschwig. 

Surgery is contraindicated when there is complete 
fixation of nodes—it is of questionable value in the 
presence of large bilateral firm cervical metastases. 
Bilateral metastases are unusual and are usually asso- 
ciated with inoperable, far-advanced, bilateral, laryn 
geal cancer. Bilateral radical neck dissection with re- 
moval of both internal jugular veins in one stage has 
been performed in some cases. 

Any palpable metastases showing anaplastic cancer 
despite movability is no longer limited. Under these 
circumstances mediastinal extension invariably 
present. 

Laryngectomy with neck dissection has some defi- 
nite indications too. Roughly they may be itemized as: 

(1) Subglottic carcinoma. 

(2) Endolaryngeal carcinoma—the tumeur extend 
ing into the aryepiglottic fold or into the pyriform 
sinus on the same side. 

(3) Carcinoma of the aryepiglottic fold and/or the 
pyriform sinus with secondary cordal fixation er aryte- 
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noid oedema. In cases of this type superior extent of 
the lesion is to be determined and should be below the 
level of hyoid bone. 


(4) Nodes: Unilateral, enlarged, solitary, firm, 
movable nodes are indicative of a combined Jaryn- 
gectomy and therapeutic radical neck dissection. Any 
enlarged palpable node, not characteristic of cancer 
should be considered positive and have combined 
laryngectomy and neck dissection. In the absence of 
nodes, any cancer in pyriform sinus, aryepiglottic fold, 
subglottic and endolaryngeal areas shculd have a 
prophylactic neck dissection and laryngectomy. If 
exploration of the carotid sheath opposite the side of the 
lesion reveals questionable glands, bilateral neck dis 
section should be performed. It is also indicated when 
lesion is very extensive and involves both sides of the 
larynx. 

GRADING: In the past Grades I and II were con 
sidered radio-resistant and more amenable to surgery 
while Grades II] and IV were considered radio-sensi 
tive. While this is generally true, it is important to 
bear in mind that radio-sensitivity is not radio-curabi- 
lity. 

A biopsy made from vocal cords which show 
Grade I cr Il may on reaching the extrinsic areas 
show Grade III and IV. Grading is significant in’that 
an anaplastic cancer is distinctly unfavourable because 
of its tendency to infiltrate the lymphatics early and to 
penetrate well beyond the apparent limits of the 
lesion. What appears to be a limited lesion showing 
anaplastic cancer is better treated by the one stage 
radical surgery followed by postoperative irradiation, 
Occasionally radical surgery has been performed follow 
ing completion of irradiation, e.g., a very extensive 
lesion (Grades II] or IV) considered ‘inoperable’ may 
later become ‘operable’ in that the lesion is reduced 
in size. 

Laryngectomy and bilateral block dissection 
When bilteral block dissection of the neck and laryngec- 
tomy are required to treat carcinoma of the larynx, one 
is dealing with a far advanced form of the disease and 
the prognosis in arresting the carcinoma is very poor, 
The time interval between laryngectomy with neck dis 
section of one side and the neck dissection of the contra 
lateral side could be anything between weeks and 
years, depending on the case. When contralateral 
jugular vein is ligated at a later date, facial oedema and 
cyancsis may follow which usually subside in a few 
days. Collateral circulation establishes itself in a 
few days. This form of treatment should be reserved 
for a certain few patients wherein the salvage rate is 
low by any standards of treatment. 

In all these methods of treatment, modern surgery 
is fairly guided by the observation of Crile in 1906 
that the lymphatic system of the neck is a unique 
barrier in limiting the spread of cancer from head to 
neck—and medern otolaryngologists are applying this 
form of therapy, and more and with good results 
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IRRADIATION THERAPY: X-ray therapy is mostly 
reserved for extensive anaplastic (Grades III-IV) 
lesions with cervical metastases where surgery is contra- 
indicated due to extent or where surgery has been 
refused or deemed inadvisable because of the very 
poor physical condition of the patient. Radiation is 
useful in cases where the carcinoma is limited to one 
true vocal cord, results being as good as surgery, but 
x-ray therapy is poor in cases where there is fixation 
of the arytenoids, or the tumour is subglottic or the 
lesion involves the pyriform sinus. It is debatable 
whether x-ray therapy is effective in sterilising small 
metastatic lymph nodes in every instance—results and 
reports are conflicting. Interstitial radiation by im- 
planting radon seeds on surgically exposed lymph 
glands have been more effective than plain external 
radiation. Post-surgical radiation is reserved for cases 
where there is a question as to the surgical margin of 
safety. For example, if the lowermost node in the 
neck dissection is positive, radiation is directed over 
the superior mediastinum. 

The radiotherapy mostly preferred nowadays _ is 
the deep x-ray therapy—-which is more tedious to apply 
but less mutilating in the end results. The technique 
is based on the principles of Coutard with some 
modifications—any discussion of which is outside the 
province of this paper. 


REHABILITATION OF LARYNGECTOMIZED PATIENTS: 
Speecu TRAINING 


Lastly, we come to one of the most important 
phases of treatment of carcinoma of the larynx. As 
I have said at the outset, rehabilitation of laryngec- 
tomized patients is one of the most important respon- 
sibilities of a surgern or an institution undertaking 
such surgery. The importance of this can never be 
overstressed. 

Loss of voice is the chief disadvantage of a laryn- 
gectomized patient-—and that has to be tackled effec- 
tively. Oesophageal voice is a thing which can be 
developed by an individual with a little training—and 
the stress is nowadays given on preoperative training 
for development of the oesophageal voice—together 
with a postoperative training. 

In the preoperative phase, one of the mosst im- 
portant duties of the surgeon is to assure and reassure 
his patient and bring home to him the idea that a loss 
of larynx does not necessarily mean loss of voice. If 
possible and where available, the prospective patient 
should be made to see and talk to someone who has 
had the operation and has developed an oesophageal 
voice. This inspires confidence, improves the morale, 
and stimulates hope in the one who is about to undergo 
the ordeal. Patients with oesophageal voice are far 
more successful in ‘‘selling’’ the operation than — the 
surgeon. 

PREOPERATIVE TRAINING: The oesophageal voice 
is the result of timing and synchronization of move- 
ments of the lip, tongue and teeth, with adequate ex- 
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pulsion of air from the oesophagus and pharynx. 
Fluoroscopic studies made by Negus and Morrison 
point to the fact that the narrowed cricopharyngeal 
space is the site of sound producticn after laryngec- 
tomy. Definite narrowing of the cricopharyngeal space 
after laryngectomy creates sound vibrations when a 
sufficient volume of air is expelled from the oesophagus. 
Therefore, development of an oesophageal voice is 
dependent on the patient’s ability to expel forcibly an 
adequate volume of air from oesophagus, that is, 
““belching’’. To develop an oesophageal voice, one 
sheuld master the technic of ‘‘belching’’. It is far 
more easy to master “‘belching’’ before laryngectomy 
than after. If training is delayed unti] after operation, 
the glottic valve check to respiration is gone and the 
patient will explode air from the trachea instead of the 
oesophagus. Some patients acquire this belching effort 
very easily, others do net. Training for a week or 
two before laryngectomy enables the patient to over- 
come this difficulty. To help these patients in learn- 
ing to trap air in the oesophagus, carbonated drinks 
are prescribed. The patient is told to inhale deeply, 
then cease active respiration while eructating air from 
the stomach and oescphagus. The longer this is main- 
tained the greater the volume of air that will play up 
amd down the oescphagus. This procedure can be 
mastered with surprising speed. 

POSTOPERATIVE TRAINING: Before a course of 
training is initiated postoperatively, the patient must 
be given a preliminary examination. Speech should 
not be started till the pharynx is healed completely, 
meanwhile the patient expressing himself in writing. 
Fluorescopically or radiographically, it is first found out 
whether the hypopharyngeal pocket is ample and whe- 
ther the oesophageal sphincter is functioning normally. 
At the same time the status of the respiratory and 
cardiovascular system is ascertained. The oesophageal 
mouth is examined by mirror or endoscopically. A 
search is made for metastases and the physical health 
of the individual is considered. Hearing must be 
appropriate. 

At the very start of postoperative training, the 
patients are told to desist from whispering—because it 
interferes with the development of oesophageal speech. 
Then a systematic procedure is observed or followed: 

1. Patients are given outline of anatomic and 
physiologic changes following the operation. They are 
taught that they must dissociate the separate functions 
of respiration through the tracheal orifice in the neck 
and aerophagia and phonation. Most patients grasp 
this idea. 

2. Students begin to practise the aspiration and 
swallowing of air and its subsequent expulsion, using 
carbonated fluid sips occasionally. 


3. Using the expelled air now, a patient practises 


easy words, e.g., ‘‘Welsh’’, ‘‘church’’, ‘‘scram’’. A 
little perseverance and words start coming out clearly 
and the patient is much encouraged. 
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4. One-syllable words are first used and then 
combination words, breaking it up like Cal-cut-ta. 
Then a series ot short words are combined in  smail 
sentences—encouraging the patients to make it ciear 
and sharp. While this is being done, it seems the 
patients are labouring hard—but being a voluntary act, 
that should not disturb the patients. A time comes 
when swallowing of air becomes almost a reflex and 
the whole process becomes rather easy. 

This system is followed regularly tor an hour daily 
and in about two weeks they can utter fundamental 
words and say short sentences. During the next few 
weeks they are asked to polish up their speech by eli- 
minating various detects, e.g., loud expiratory blow- 
ing sounds, gulping noises on swallowing air, unnatural 
lip movements, poor articulation, etc. 

Previous educational background, preoperative 
training, and seeing other patients talk are various 
factors in developing a good speech for a laryngec- 
tomized patient. Some have dithculties and peculiari- 
ties which might need patient handling by the otoiaryn- 
golcgist and neip of a speech therapist—but usuaily, 
in time, it is Overcome. Eventually, the laryngectom- 
ized patient develops a fairly normal voice and | have 
heard some of them who do not appear to be laryngeal 
amputees at all. 

ARTIFICIAL LARYNX: Occasionally we do come 
across patients who just do not seem to do well in speech 
development—and tor them, we have to take recourse 
to artincial aid. Two types of artificial larynx | saw 
being used in the U.S.A. are: 

1. The reed type—which pipes air from tracheal 
opening into the mouth, where it is converted to a 
mechanical artificial sound by normal speech molds. 

2. The electrolarynx, which is essentially a bat- 
tery-driven vibrator over which is stretched a_ dia- 
phragm. The device is held against the neck. As the 
diaphragm vibrates, sound waves produced within the 
pharynx are delivered into the mouth and are articu- 
lated into a mechanical and muffled speech. 

The artificial larynx is a poor substitute for normal 
voice and should be reserved for those very few patients 
who cannot master oesophageal speech because of the 
following reason or reasons: 

I. Stenosis of oesophagus after extensive surgery. 
2. Resection of cervical part of oesophagus. 

3. Laryngectomy plus deafness. 
4. Suspected metastases with bronchial involve- 
ment. 

5. Senility and other problems. 

And lastly, in rehabilitating a laryngectomized 
patient, these few things must be told to patients for 
very strict observance: 

1. They should avoid occupation where they may 
be exposed to dust or irritative fumes or sprays. 

2. They should keep out of deep water and be 
very cautious while bathing. 
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3. They should guard against aspirating foreign 
bodes or deons through vuinerable tracheai orice. 
A gauge apron over the orifice is an adequate protecuon, 

4. those who are wearing tracheal tubes must 
have these cleansed and changed reguiarly—and the 
tracheal orifice should be watcned tor irmtation — and 
recurrence Of malignant disease. 


OBSERVATIONS ON TUBERCULAR 
LYMPHADENITIS TREATED WITH 
DEEP X-RAY: 

Report on 271 Cases 


N. M. BANERJEE, M.D., D.M.R.(LOND.), 
Hony. Junior Radiologist 
and late Assistant Radwtherapeutist, 
Calcutta Medical College Hospitais, Calcutta 


INTRODUCTION 

Tubercular lymph adenitis is a fairly common 
condition and this torm of tubercular intection forms 
a fairly large group of non-pulmonary tuberculosis in 
the city and suburbs of Calcutta. Before the advent 
of streptomycin and P A.S. the main method of treat- 
ment of this condition was surgery or irradiation 
therapy. 

We have so far treated 271 patients during the 
period from July, 1948 to June, 1952 by x-ray therapy; 
all the cases reported herein are histologically proved 
and were without any demonstrable pulmonary lesion, 

Age Incidence—Out of 271 patients, there were 

(a) Below 15 years—73 cases (27 per cent). 

(6) Between 16-25 years—115 cases (42°4 per cent). 

(c) Between 26-45 years—76 cases (28 per cent). 

(d) Between 46-60 years—7 cases (2°58 per cent). 

It appears that the maximum number of patients 
are in 10-25 years age group; but children and middle 
aged people are also commonly affected. 

Sex distribution—The females are slightly more 
affected than the males. The distribution in the differ- 
ent sexes being as follows: 

Male—127 cases (46-9 per cent). 

Female—144 cases (53:1 per cent). 

Region—The most commonly affected regions of 
the body is the cervical region but axillary glands are 
quite frequently affected. Tubercular adenitis, affect- 
ing the inguinal or mediastinal glands only, is less 
frequent, specially the latter, in which it becomes 
very difficult to establish the diagnosis, as biopsy 
material is not easily available. 

In cases of cervical lympadenitis, glands are 
usually enlarged and palpable throughout the entire 
extent of the neck and supraclavicular region and, 
quite frequently, involving the submandibular glands, 
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the submental glands have also been found to be en- 
larged in quite an appreciable number of cases in 
whom both sides of the neck showed presence of en- 
larged glands. Sometimes, it so happened that glands 
in the upper part of the neck appeared very big—while 
small paipabie glands could also be detected down 
below or on the other side of the neck. Careful 
examination of both sides of the neck and both axillae 
shouid be done because, in many instances, the 
patients were not even aware of presence of an enlarged 
giand of the size of a hen’'s egg in one of the axillae in 
addition to enlarged neck glands. In the present series, 
the regional distribution was as follows: 


(a) Single region i.e., where enlarged glands were 
found in only one side of the neck or in one axilla or 
inguinal region—I17 cases (43°I per cent). 

(b) Multiple regions i.e., where glands were found 
in both necks or in neck and axilla or in neck and 
mediastinum, etc., 154 cases (56°9 per cent). 


CLINICAL FEATURES 

The disease is usually insidious and the duration of 
the disease ranges from 6 months to 4 years before deep 
x-ray therapy is started. In the hospital outpatients, 
biopsy ig a routine procedure in cases of chronic lymph- 
adenitis. The most typical history given by patients 
is that a few neck glands were found to be enlarged 
and slightly tender after an attack of fever; a few days 
later, the fever subsided, but the gland failed to regress. 
Subsequently, new crops of glands become palpable 
and previous ones enlarge steadily; a feeling of weak- 
ness and feverishness in the evening are experienced 
by most patients. Sometimes the attack of fever is 
occasional. In some cases, fever is noted at the 
beginning, but, later on, glands are found to be 
increasing in size while the patients do not feel feverish. 
Occasionally, the onset is rather acute with progressive 
glandular enlargement and fever, ranging from 100°- 
102°F., along with lassitude and loss of appetite. 


In one group of patients, the glands were found 
to be enlarging without any other constitutional dis- 
turbance. In the very chronic type, the disease attacks 
in bouts—patient feels feverish, one gland enlarges, 
becomes soft and bursts, discharging caseous material; 
then patient's constitutional disturbances subside and 
the discharging sinus heals in 3 to 4 months’ time; 
again, after a symptom-free interval of 6 to 8 months, 
another episode like the previous one comes and, like 
this, the patient suffers for years—so that, when such 
a patient comes for x-ray therapy we find that both 
necks are full of scars of healed sinuses. In a series 
of one hundred cases where maintenance of temperature 
chart was insisted upon—fever was found to be present 
in 66 cases before ‘treatment started. 

Pain is not a very prominent feature in tubercular 
adenitis—but occasionally the glands appear tender on 
palpation—and that is only in the acute stage when high 
rise of temperature is associated. 
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Matting and adherence to the skin is a characteristic 
feature of tubercular glands, the feel of which should 
be firm; but we have come across quite a fair number 
of cases in which the glands appeared discrete, elastic 
and not at all adherent to the skin, almost simulating 
Hodgkin's glands, clinically, yet the histological exam- 
ination showed tuberculous mfection of the gland. 

Sinuses—At some stage during the course of the 
disease, the infected gland softens and bursts, leaving 
a discharging sinus. The onset of liquefaction once 
started progresses till the gland bursts and its course 
cannot be stopped by deep x-ray therapy. We have 
adopted a routine procedure of aspirating the fluc- 
tuating gland as soon as it becomes evident. 

Other constitutional disturbances—These are not 
very marked. Cases which are associated with fever 
show loss of appetite and high pulse rate. Afebrile 
patients do not have any other constitutional trouble. 
Menstrual periods in women were normal in most of 
the cases, 

Associated tuberculous lesions—We have made it 
a routine to avoid cases with pulmonary lesions—only 
the cases which show no demonstrable evidence of any 
lung focus on x-ray examination were accepted for deep 
x-ray treatment. 

We have come across only two cases of ileocaecal 
Koch's infection diagnosed on clinical and radiological 
evidences along with cervical and axillary adenitis in 
which cases chest x-ray showed no evidence of lung 
lesion. 

Associated breast changes—Three women with 
axillary Koch’s adenitis presented secondary breast 
changes due to lymphatic obstruction. The breast of 
the affected side became enlarged with typical peu 
d’orange skin with slight pain over the breast. No 
lump could be palpated in the breast in such cases. 
With the regression of the glands after deep x-ray 
therapy the breast condition improved and it became 
normal again. Apart from simple mechanical support 
to the breast nothing else was done for it. 

Laboratory investigations—Apart from biopsy and 
chest x-ray we are doing now on a routine basis a 
blood count, erythrocyte sedimentation and quantitative 
tuberculin test. 

In the majority of cases, blood count does not 
show any appreciable change; sedimentation rate ap- 
peared high in cases with fever but, sometimes, afebrile 
cases showed high sedimentation rate and, in some 
instances, it appeared very low or even normal. The 
quantitative tuberculin test (Q.T.T.) of Sen and 
Chakrabarty (1952) showed positive reaction in the 
majority of cases so far examined. 


TREATMENT 


In the present series, we have got 28 cases who 
had a previous course of streptomycin injection but 
without any marked benefit. In these cases, the 
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fever, when present subsided, glands regressed to a 
certain extent; but, within a month or two after the 
cessation of treatment by chemotherapy and antibiotics, 
the glands started increasing in size again. 


With irradiation therapy, the most marked single 
effect is diminution of the size of the glands and im- 
provement of general health (results in Tables 1 
and 2). The fever, if present, subsides in most cases 
after 3 or 4 exposures. In a small group of cases, 
only the general health improved but the glands did not 
regress. Some prove entirely refractory to x-ray 
therapy. It has been noticed that adequate nutrition 
during and after treatment is extremely helpful for the 
success of irradiation therapy. At the end of a com- 
plete course of x-ray therapy, the glands regress steadily 
until they become very small, firm and shotty. If the 
glands are very big at the beginning, two courses of 
x-ray therapy, at an interval of six months, are neces- 
sary. Complete disappearance of glands occur in a 
very small percentage of cases. 


At present, we are trying to evaluate the position 
by doing another biopsy of a firm shotty gland after a 
full course of irradiation therapy. Only a small num- 
ber of cases have been so far examined in this way. 
The second biopsy report showed, in some cases, 
dense fibrosis and without any histological evidence of 
tubercular infection; while others showed presence of 
histological evidence of tubercular infection even 
3 months after a full course of treatment by deep 
x-rays. In the second group, the general health usually 
remains good and I have adopted in these cases a 
policy of ‘‘wait-and-watch.’’ Further studies are being 
carried out on this subject. 


Sinuses usually heal between 3-6 months after 
completion of deep x-ray therapy in favourable cases. 
It has been found that local application of P.A.S. or 
Aminacyl accentuates to a certain extent the healing 
of the sinuses. 

In a few cases, the effect of x-ray treatment on 
erythrocyte sedimentation rate has been studied. Out 
of 18 cases so far examined, 13 showed marked drop 
of sedimentation rate after treatment along with glan- 
dular regression and improvement of general health; 
while, in 5 cases, E.S.R. showed definite increase 
though there was indubitable evidence of clinical im- 
provement following x-ray treatment. 


Concomitant medication—During the course of 
x-ray therapy, no patient was allowed to have strepto- 
mycin and P.A.S. even though some of them could 
afford the cost. I have prescribed multivitamin tablets, 
cod-liver oi] and iron preparations. So far, consider- 
ing the economic condition, I have found that cod- 
liver oil or shark liver oil, either in crude form or in 
emulsion, is the best thing that can be prescribed— 
which gives vitamins as well as some calories. 


Complications during and after treatment—So far 
we have come across the following: 


TUBERCULAR LYMPHADENITIS 


— 


I. During the course of x-ray t 1 
- reatment— - 
cardial effusion—one case. 


Il. 
aaa 6 months after the completion of x-ray 

(a) Miliary T.B.—x case. 

(6) Pleurisy—t1 case. 

(c) Pleurisy with effusion—r case. 

(d) Scattered patches of pulmonary infiltration— 
2 cases. 

(e) Caries spine—tr case. 


RESULTS 
Results are given in Tables 1 (a & b) and 2 (a & b). 


TaBLe 1(4)—Snowinc Resutts purine JULY 1948 To 
June 1951 (171 Cases) 


No. cases 


Diminution of gland size and improvement of 
general health at the end of treatment (88.3%) 
No diminution of gland size but improvement . 


of general health ie ooo 
No improvement at all (10-0%) 


TABLe Resuuts or Cases 
uNpER Review 1(a) 


Recurrence of glandular enlargement in treated 

area within 18 months to 2 years following 

Ist course of treatment 32 (23%) 
Development of glandular enlargement in situa-_ 

tions other than the area treated + 4 (92%) 
Complete disappearance of glands at the treated 

area (clinically impalpable) 8 (11-9%) 


N.B.—In Table 1(a), the follow up was not adequate; many 

patients failed to turn up systematically. The improvement 

that was noticed in 151 cases was that immediately after the 
completion of treatment 


TasLe 2(a)—Snowrnc Resutts In 100 CASES DURING THE 
PeRiop FROM JULY 1951 TO JUNE 1952 


No. cases 


Diminution of gland size and improvement of 
general health Bo (87-9%) 
No diminution of gland size but improvement 


No improvement at all Ly 4) 
Lost in follow up eed 

Total 


N.B.—The percentage of figures are calculated out of 91 cases, 
leaving aside 9 cases lost in follow-up 


Taste Fottow Resutts or 80 Cases 
UNDER Review TABLE 2(a) 


No. cases 


Recurrence of glandular enlargement within 
treated area within 6 months—1 yr 
Development of glandular enlargement in situa- 


tions other than those treated first ; 3 (38%) 
Complete disappearance of gland 11 (10-3%) 
N.B.—These cases are still being followed and, in some cases, 
treatment has been completed only about 3 months’ ago 

(February 1953) 
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Discussion known. There are certain other cases in which, though 


It is found that the effect of x-ray therapy on 
tubercular lymphadenitis is both local and general— 
the latter is augmented by iron, vitamins or cod-liver 
oil and good food. The improvement that is obtained 
is rather long lasting unless complicated by recurrence 
or recrudescence of disease in other areas—but fortu- 
nately, as is seen, their number is not very much. 
Generalised dissemination is rare and it appears improb- 
able that deep x-ray therapy would help dissemination. 
About 7-10 per cent of cases show no improvement at 
all. Most of the cases showed such wide area of 
glandular enlargement that surgery was not possible. 
The effect of streptomycin therapy could not be assessed 
along with irradiation therapy; but, judging from the 
results obtained, it can be said that deep x-ray therapy 
has a definite place in the treatment of tubercular 
}\ymphadenitis. 

ACKNOWLEDGMENT 

I am extremely grateful to Dr. S. Mukerji, Professor of 
Radiology, Medical College Hospitals for his helpful sugges- 
tion and encouragement, to Dr. D. C. Chakrabarty, Principal 
and Superintendent, Medical College Hospitals, for allowing me 
to utilise the hospital records and permitting me to publish 
the article. I am also thankful to Dr. R. Chakrabarty of 
Chest Department, Medical College Hospital, for doing the 
quantitative tuberculin test of my cases. 


REFERENCE 
Sen, P. K. anp CHaKRAVARTTY, R.—IJndian M. Gaz., 87: 
58, 1952. 


SPECIAL ARTICLE 
SURGERY IN RELIEF OF PAIN* 


B. RAMAMURTHI, M.s., F.R.C.s.E., 
Neurosurgical Unit, General Hospital, Madras 


Relief of pain has been one of the greatest aims 
of medicine since the day when man first appeared 
on this earth. Pain, described as the greatest gift of 
nature to humanity, serves as a warning of disease. 
All diseases where pain forms an early symptom 
naturally get treated early whereas serious diseases 
like malignant growths do not come to light because 
of the absence of this benevolence of nature, viz., pain. 


But pain, though a useful friend, has to be relieved 
when it goes beyond a certain level or persists beyond 
a certain time and one of the great duties of the physi- 
cian lies in giving relief to pain. 

Pain can be relieved obviously by removing its 
cause. In most of the cases this is possible by drugs 
or by knife and with the removal of cause, the pain 
subsides. But there is a certain percentage of cases in 
which unfortunately the cause is not removable though 


*Presented before the 29th All-India Medical Conference, 
Patna, December, 1952 


the pain is severe and incapacitating, the cause of the 
pain is unknown. It is with the latter two types we 
are chiefly concerned here. 


Unfortunately medical men are only too familiar 
with those cases where a known cause of severe pain 
is irremediable. Commonest of these, of course, are 
advanced malignant diseases. How many of us have 
not been moved by the most pitiable sight of a woman 
with late carcinoma of the cervix rolling in agony with 
severe pain in an already emaciated condition—the 
person with advanced intraoral carcinoma with half 
his face eaten away by malignant disease? Cancer of 
the bladder, of the prostate, of the rectum—are some 
of the many in point. In most of these cases the 
growth is so advanced and requires such a_ radical 
operation for removal as is impossible considering the 
site and the size of the growth. Removal of the cause 
of pain being thus precluded we perforce fall back 
upon palliative means—palliative irradiation with 
radium or deep x-ray being considered often. This is 
almost useless in the presence of severe secondary 
infection which is always present and almost always 
flares up with irradiatiom. Being deprived thus of a 
useful physical means, the doctor has to resort to the 
common method of relieving pain, namely, by drugs— 
i.e., by dulling the capacity of the pain receptive 
centres in consciousness to receive the pain impulses. 
This method of using analgesics is found useful in the 
early days of the pain, but later on the dose of drugs 
has to be increased as the pain relieving effect begins 
to lessen and there is always the risk of cumulative 
poisoning. To a certain extent, of course, this is circum- 
vented by a change of the analgesic, but finally a stage 
is reached when no drug is of great use (unless death 
has mercifully released the victim). No wonder many 
physicians are firm supporters of the idea of ‘euthanasia’ 
—voluntary merciful release from unconquerable pain. 


But surgery here offers a scone—at least in a good 
percentage of these cases. If dulling the pain reception 
centre in consciousness is not successful, why not inter- 
rupt the pain impulses on their way to consciousness 
—in other words cut the pain conducting path? Pain 
from the limbs and the trunk is carried by the peri- 
pheral nerves to the spinothalamic tract in the spinal 
cord. This tract is joined in the brain stem by the pain 
conducting tract from the head and face and the com- 
bined path reaches the thalamus, where pain is at 
present supposed to reach consciousness. (There _ is 
some evidence to show that pain may be conducted 
partly in the posterior columns of the spinal cord too. 
This will be referred to later on). If we interrupt this 
tract, pain cannot reach consciousness and this is a 
surgical possibility and is being widely practised to 
relieve pain arising from irremediable causes in the 
limbs and the trunk. Certain aspects of touch sensa- 
tion are also carried up this tract, but loss of these 
aspects is not noticeable, and even if noticed it does 
not cause any disability. 
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oe SURGERY IN RELIEF OF PAIN 


This interruption of the pain tract known as 
cordotomy is a very useful measure of relieving pain 
and is used chiefly in the following conditions—to cite 
a few—carcinoma of the cervix, carcinoma of the 
prostate, cancer of the bladder, painful hip joint 
diseases which are not relieved by orthopaedic means 
and pain caused by adhesions in the pelvis as results 
of treatment of inflammatory or malignant lesions. 


In addition to these, it may also be useful in that 
peculiar condition known as phantom limb pain. 
Here, a man who has lost a limb, still continues to 
feel severe pain in the toe or foot or finger or wrist 
which is not present. If asked he will exactly point 
to a spot in the missing limb. This is due to irritation 
of the cut nerve stump— irritation of the fibres that 
were conveying sensation from the missing part of the 
limb causes pain in the missing part. Many methods 
have been tried to relieve this—one of the useful 
methods being cordotomy. 


Cordotomy is not a cure but is a method to give 
relief to pain for whatever time the stricken patient 
might live. Carefully performed, the results of cordo- 
tomy are very good in most of the cases and damage 
to the other functions of the spinal cord is not caused. 
Instead of the tract being cut by knife, alcohol injection 
into the spinal canal was tried but was not found very 
successful because of the uncertain results and the 
commonly present side-effects due to damage to other 
tracts in the cord. Very rarely. a well performed cordo- 
tomy may fail to give relief: probably in this case the 
pain was partly conducted by the posterior columns. 


Another useful procedure for relieving pain is 
“‘sympathectomy.”’ It is not definitely known whether 
any sensation is carried up the sympathetic system—but 
it is believed to be so. By interrupting these sensa- 
tions pain may be relieved. This is shown by the relief 
of pain in certain cases of phantom limb and more so 
in the case of pain from the heart—anginal pain where 
the cause is known to be ischaemia of the heart muscle. 
Certain selected cases of angina pectoris get relief by 
a carefully performed extensive upper thoracic ganglia. 
This procedure is believed to interrupt the sensory 
fibres from the heart muscle. While experts are dis- 
cussing the advisability of interrupting these pains, 
which are only danger signals from an overworked 
heart muscle, the relief to the selected patients is 
unmistakable. 

Pain in the lower and the upper limbs due to 
deficient blood circulation is also relieved by symnathec- 
tomv: in those cases where the cause of the deficiency 
of blood, is the spasm of blood vessels; e.g., thrombo- 
angiitis obliterans, Raynaud’s disease. But here sym- 
pathectomy relieves pain by removing the immediate 
cause of pain, namely, deficient blood supply. 

A more drastic procedure for relief of pain is pre- 
frontal leucotomy—cutting the association fibres from 
the frontal lobes to the lower emotional centres. This 
is extensively used as a method of treatment for certain 
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mental diseases. As a procedure for relief of intractable 
pain its indications are limited and the decision to do 
this should be adopted only after careful consideration 
as changes in the personality of the individual may 
occur. It is usually done in those cases of irremediable 
pain where there is a strong psychological background. 
In these cases even after removal of the cause of pain 
and cutting all the pain paths leading to the brain, 
the patient still suffers from the original pain as this 
idea of pain has got so fixed in his conscious centres. 
Only in such cases is a prefrontal leucotomy considered 
as a therapeutic measure. The leucotomy can be done 
on one side and this usually relieves the pain; but if the 
pain recurs after sometime the other side also can be 
divided. Such spacing of the lesions also lessens the 
danger of mental deterioration. 

Taking the second and the more interesting group 
of cases where the cause of pain is NOT KNOWN, we 
are faced with an intriguing problem. The common 
examples of this group are some types of causalgias, 
migraine, and the idiopathic neuralgias, viz., trigeminal 
and glossopharyngeal. 

In causalgia, there is a severe burning pain which 
is not relieved by ordinary means. Certain nerves, 
e.g., the median, are more prone to this type of pain 
and even a small injury may cause it. The actual 
cause is not definitely settled. The interruption of pain 
pathways in the spinal cord by cordotomy, sympathec- 
tomy, and even prefrontal leucotomy has been tried 
with variable success. 


The problem of migraine is more fascinating. The 
story of a usually one-sided sickening headache coming 
on at interval and persisting for a variable time and 
finally disappearing is common. It is usually associated 
with visual and gastric disturbances. What is the 
cause of such pain? The site of origin of these painful 
impulses, the path up which it travels and the mode 
of its reaching consciousness form part of a very inter- 
esting experimental study. Mr. G. F. Rowbotham, of 
Newcastle-upon-Tyne, propounds the theory of a 
migraine cycle where a cause in the psychic plane 
upsets the physiological cycle in which the hypo- 
thalamus and the sympathetic system play a great part. 
He has been able to prove that in certain cases, inter- 
ruption of sympathetic fibres, and in certain others, of 
the parasympathetic, gives relief in persisting migrain- 
ous neuralgia. The discussion is too big to be entered 
into here. 

The problem of trigeminal neuralgia has been fairly 
satisfactorily solved by the neurosurgeons, though here 
too the cause is unknown. Intracranial section of the 
trigeminal root gives better and more lasting results 
than alcohol injection into the ganglion. In both cases 
there is inevitable anaesthesia of the side of the face. 

Pain is difficult of definition. No one definition 
covers it and people having pain define it in a variety 
of ways. It is a relative term. What is painful in 
one circumstance or to one person may not be so in 
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another circumstance or to another person. Here the 
great part played by the mind comes. 

The sensory impulses of touch, sight, hearing, 
smell or taste (Panchendriyas) after reaching the mate- 
rial brain centres, must reach the mind (or conscious- 
ness) before the person becomes aware of it. This is 
an obvious everyday fact. We may have heard a 
lecture or a piece of music, but never become conscious 
of it, if our mind has been preoccupied with some- 
thing else. Similarly with the other senses of touch, 
vision, smell or taste. 


Taking this analogy, if the mind can take itself 
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(2) In the second stage this turns into a fibrous 
mass. 
. (3) In the third stage calcification takes place and 
ultimately the fibrous mass is replaced by bone. 


(4) In the fourth stage the bony mass becomes 
adherent to the bone and becomes absolutely immobile. 
Thus there is deposition of bony substance in the 
muscles, tendons, ligaments, aponeuroses and fasciae 
which causes ankylosis of the joints. The disease is 
often associated with a congenital deficiency of the 
proximal phalanges of the great toes and thumbs. The 
disease advances by exacerbations until all the striated 


away from the impulse of pain, no pain will be felt., muscles are involved in the process resulting in a 
This is the great secret of yoga—viz., chitta vritti { progressive cachexia and the victim usually dies of an 
nirodha, controlling the activities of the mind. But the “intercurrent disease. 


majority of us are too frail to achieve the greatness of 


yoga either for our benefit or for the benefit of our ,» 


patients. Hence a great awareness is needed of the 
possibility of surgery in relieving pain so that we might 
extend to those stricken sufferers of severe pain all the 
available means at our disposal and thus try to achieve 
a great goal in medicine—viz., relief of pain and 
suffering. 

SUMMARY 

The importance of assessing the suffering of the 
patients caused by the various types of pain, of known 
and unknown origin, is stressed. 

In those cases in which the cause of pain in known 
but is incurable, division of the pain conducting path- 
ways is an useful procedure. 

Other causes of pain, like neuralgia, vascular 
diseases, etc., are discussed, and the method of relief 
indicated. 

Finally, the role played by the ‘mind’ in appre- 
ciating the intensity of pain is also discussed. 


CASE NOTES 


MYOSITIS OSSIFICANS PROGRESSIVA 


INDU BHUSAN BHATTACHARYA, M.B.B.S.(CAL.), 


Resident Physician, R. G. Kar Medical College Hospitals 
Calcutta 


Myositis ossificans may be localised or generalised 
and progressive. Trauma is the usual cause in the 
localised form. The generalised and progressive form 
is a rare condition and usually starts in childhood. 
Males are the usual victims. The disease starts 
usually in the muscles of the neck and back. As a 
result of ossification of the vertebral ligaments, the 
spine becomes fixed. Other parts are later affected, 
the muscles of mastication are still later involved. It 
is an inflammatory affection of unknown origin. There 
are four stages in its development: 

(x) In the first stage, the affected muscles are 
infiltrated with embryonic connective tissue. 
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Case REPORT 


One male, aged twenty-one years, was admitted 
into the Bengal Immunity Therapeutic Ward of the 

G. Kar Medical College Hospitals on April 20, 
1952, on account of pain in the abdomen, gradual 
inability in swallowing, extreme weakness and consti- 
pation. In the year 1942 he had suffered from typhoid 
fever. Six months after that he noticed a hard swelling 
over the right parietal region. Three months later he 
noticed another similar swelling over the right scapular 
region. Gradually he developed stiffness of the neck 
which became markedly retracted and subsequently the 
whole of the spinal column got so much arched back- 
wards within six months of onset that he could not sit. 
Thereafter, within a year he developed numerous hard 
swellings over most of the muscles of the body. This 
was followed by ankylosis of the joints surrounded by 
these muscles. For the last one year he had _ been 
unable to feed himself. He could walk until recently 
but as he could not see the ground due to the arching 
of the spine, his feet used to receive frequent injuries. 
During this time he had a fracture of the left clavicle 
(traumatic). His power of mastication, deglutition and 
speech failed a week before his death. He had no 
movement of the bowels for 5 days before admission. 


Other members of the family were quite healthy 
and in the personal history nothing abnormal was 
detected. 

On examination, he appeared markedly emaciated 
with extreme arching of the head backwards, so much 
so that the occiput was almost touching the spinal 
column. Mouth was open and he could not close it (Figs. 
1 and 2). Respiratory movements of the chest were 
almost absent. Some slimy bilious fluid was trickling 
from the mouth and the patient looked quite helpless. 
There was no rise of temperature. Heart sounds were 
feeble. The liver and the spleen could not be palpated. 
Pulse rate was 144 per minute, regular, of low volume 
and tension. Respiration rate was 10 per minute (abdo- 
minal) Blood pressure was 90/60 mm. of Hg. Nearly 
all the muscles appeared hard and fibrous and most of 
them showed evidence of calcification. All the big 
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PROGRESSIVA 


LaTeraL Decupitus with IRREGULAR MASSES OF OSSIFICATIONS 


AFFECTING THE Back ano Upper Part or tHe Ricur Lac 


Fic. 2—SHOWS THAT THE SPINE IS ARCHED, 


joints excepting the left elbow, were found to be anky- 
losed. 

Investigations: Hb.—10-2 g., R.B.C.—3-6 mil- 
lion, W.B.C.—11,500: polynuclear—go per cent, 
lympho—8 per cent, mono—2 per cent. No M.P. was 
detected. 

Urine examination showed a trace of albumin only. 

Blood biochemistry showed calcium—8& mg. per 
cent and creatinine—1-2 mg. per cent. 

As the condition was low lumbar puncture could 
not be done. The clinical diagnosis was ‘‘myositis 
ossificans progressiva’’. 

Biopsy report of a portion of the right gastroc- 
nemius muscle was—‘‘Section of a portion of the 
muscle showing ossifications’’ (Fig. 3, vide Plate). 

Skiagrams of the different parts of the body were 
taken. The radiologist’s report was—‘‘Evidence of 
ossifications in most of the muscles and tendons of the 
body with an old fracture of the left clavicle (Figs. 4, 5 
and 6, vide Plate). 


Discussion 
Myositis ossificans progressiva is a rare disease. The 
Some authors are of the opinion that 
it is infective in origin. Syphilis, scurvy and typhoid fever 
have been found to be associated with the disease. Some 
writers, Van Recklinghausen being one, have put forward the 
theory of congenital diathesis. Based upon the literature it 


aetiology is unknown. 


THE Uprer Arm 1s HuGoinc Jur Trunk 
SUBLUXATION OF THE SHOULDER Upwarps aNp Forwarps 


WITH OBVIOUS 


The disease has got some predilection for 


is not hereditary 
male subjects. The process usually starts in childhood. 
It rarely occurs in persons above the age of twenty. The 
case subject. The process started 
at the age of eleven years. Six months before the onset, he 
had an attack of typhoid fever which might have in someway 
or other been associated with the disease. In the case describ- 
ed, besides others there was evidence of calcification in the 
lumbar fascia, abdominal parietal hamstring and 
adductor muscles, gluteus muscle, scalene group of muscle 
ligaments. No congenital malformation 


described was a male 


muscles, 
and intervertebral 
was present in the case 

SUMMARY 


A case of myositis ossificans progressiva is described. 
Ossification was detected in most of the muscles of the body. 
The process started six months after an attack of typhoid 
It started at the age of eleven arid the patient died 
at the age of twenty-one. There were calcifications in the 
muscles, fasciae, ligaments and tendons of the 
No congenital abnormality was detected. 


fever 


various 


body 
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HEPATIC NECROSIS 


B. P. TRIBEDI, M.B.(CAL.), .D.B.(LOND.), F.N.I. 
AND 
N. K. CHANDA, M.B.(CAL.), 


From the Department of Pathology, Medical College, 
Calcutta 


In recent years needle biopsy has been widely 
employed in the diagnosis of hepatic pathology and 
also in tracing the evolution of the lesion of hepatic 
cirrhosis with a view to arrive at the possible aetiology. 
We are reporting a case and describing the liver lesions 
which would make one hesitate to tacitly accept the 
picture obtained by needle biopsy as representative of 
the overall hepatic changes. 


CASE REPORT 


History—H. B., a Hindu girl, aged 64 years was 
admitted with complaints of irregular fever, yellowish 
colouration of the skin and conjunctiva, whitish stools, 
vomiting and of swelling of the whole body—for a 
period of about 3 weeks. 


Examination—The positive clinical findings includ- 
ed anasarca with evidence of free fluid in the peri- 
toneal cavity, moderate jaundice, engorgement of the 
veins around the umbilicus. The liver and the spleen 
were not palpable and no abnormality was detected in 
the heart and lungs. 


Of the relevant laboratory findings were an imme- 
diate direct positive van den Bergh reaction with 
icterus index 140, bilirubin content 15 mg. and _ the 
presence of a trace of albumin, bile salts 2nd pigments 
and granular casts in the urine. 


Total plasma protein was 46 g. per 100 ml. 


The condition of the child deteriorated with death 
supervening after 4 days in the hospital from increasing 
coma. 


Autopsy findings—The body was fairly well 
nourished, the skin and mucosa pale and yellowish. 
On opening the abdomen, the peritoneal cavity was 
found to contain 2 oz. of yellowish fluid. The liver 
weighed 290 gm. and measured 18 cm. x Io cm. x 5 cm. 
The surface of the liver was smooth but for some 
sharply localised raised greenish yellow nodules which 
were distributed as follows: 
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(1) Four areas of 4 cm.x4 cm., 3 cm.x2 cm., 
2 cm.x2 cm., 2 cm.x3 cm., respectively, on the 
inferior surface of the left lobe (Fig. 1, vide Plate). 


(2) Two areas of 5 cm. x3 cm., 4 cmx2°5 cm., 
respectively on the superior surface of the left lobe. 


(3) Two areas of 4 cm. x4 cm. on the inferior 
surface of the right lobe sharply demarcated from 
each other. 


The raised areas (Fig. 1, vide Plate) were soft in 
consistency and on cutting through were found to be of 
yellowish green colour and sharply demarcated from 
adjacent liver tissue. 


Microscopically—In the raised area thin strands of 
connective tissue could be seen penetrating the liver 
substance from the capsule and containing some round 
cells and very féw proliferated bile canaliculi. The 
liver cells in this region showed evidence of complete 
karyolysis (Fig. 3, vide plate). Reticulin stain showed 
destruction of reticular fibres. In areas of liver tissue 
which appeared normal from the surface in gross, there 
was complete replacement of liver parenchyma by 
masses of proliferated connective tissue containing bile, 
ducts in small acinar formation and round cell infiltra- 
tion (Fig. 2, vide Plate). 


DISCUSSION 


A diagnosis of subacute hepatic necrosis is clear from 
the history, histology and gross autopsy findings in this case. 


On the surface of the liver, there are vast stretches of 
smooth areas, which are made up of proliferating connective 
tissue containing a large number of biliary channels. At the 
margin of the few localised nodules reparative tissue is sharply 
demarcated from the mass of necrotic liver cells. 

The biopsy needle pushed into the former areas could not 
have revealed the diagnosis of the real hepatic condition. 
If the nodules had been punctured, a picture of acute hepatic 
necrosis would be presented. 

It is recognised that in diffuse hepatic lesions like 
diffuse cirrhosis or fatty liver, the needle biopsy does not 
fail to give the correct diagnosis. In localised lesions like 
tumour or abscess, the possibility of a correct diagnosis 
would depend on the chance encounter of the diseased zones 
by the needle, whereas the present case is a pointer that 
sometimes the sample received by the needle biopsy can lead 
to a wrong idea of the underlying hepatic pathology. 


CONCLUSIONS AND SUMMARY 


A case of hepatic necrosis in a child is reported with 
the autopsy findings. The hepatic lesions are so sharply 
localised that the scanty material received by needle biopsy 
is likely to lead to an incorrect diagnosis of the actual 


condition 
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HYDERABAD CONFERENCE 
We are meeting at Hyderabad, Deccan, for our 
next Annual Conference in the last week of this month. 
The mantle of leadership for conducting the session 
has fallen upon Dr. S. C. Sen who has since a long 
time been taking lively interest in the affairs of the 
Indian Medical Association. He has seldom missed any 
of our Conferences. Besides, he had been carrying on 
the duties of the General Secretary of the Association 
for the last five years. He has a profound know- 
ledge of our Association. Dr. Sen had the privi- 
lege of representing our national association in 
the World Medical Assembly since its very inception 
not only as a delegate representing India but also as 
a member of its Executive Committee and Secretary 
in charge for Asiatic countries. He has thus the 
unique advantage of studying firsthand the problems 
of medical education, medical relief and public health 
conditicns that obtain practically all over the globe by 
his intimate contact with representative assemblies in 
different parts of the world from time to time and by 
his extensive study tours in most of these places. It is 
very heartening that a person with such a background 
should be placed at the helm of affairs of our national 
medical association to steer it through in the ensuing 
year. 


Hyderabad of late has come to the forefront not 
only in the political horizon but also as an important 
centre for advancement of learning. The Medical 
College which is there under Osmania University has 
made rapid strides as a first class teaching centre. 
This is run on the most modern principles and can be 
reckoned as one of the best centres for imparting 
medical education to the future generation of medicos. 
Arrangements for progressive research in the different 
branches of science are in evidence there. 


Hyderabad had previously convened a session of 
our Conference in 1941 and a meeting of our Working 
Committee the same year and organised conferences for 
Physicians and other Specialists very recently. It will 
also play the part of a host for the ensuing Indian 
Science Congress session early in 1954. At the begin- 
ning of the year this was also the venue for the first 
meeting of the Central Council] of Health which has 
been formed by the President of our Republic con- 
sisting of the Health Ministers of different States in 
India. 


The Medical and Public Health Department of the 
State has a permanent Health Museum which is dis- 
seminating knowledge to the lay people on very elaborate 
and scientific principles. The State is also noted for its 


fillip to the introduction and acceptance of the basic prin- 
ciples of indigenous medicine which swept the country 
before the Britishers came to rule. Government-sponsored 
colleges to carry on research in indigenous medicine 
and for imparting education on the same are in exist- 
ence. With this set-up we feel that Hyderabad will be 
able to equip the members of the medical profession 
who will gather there from the different parts of India 
to take stock of things that obtain all over the country 
and evolve schemes for the healthy regeneration of the 
people and provide the necessary wherewithal to all 
members of the profession so that they can fall in line 
in the mission to serve the suffering humanity. 


The climate of Hyderabad during the Christmas 
time is said to be very congenial. The hospitality of 
our friends of the Indian Medical Association in 
Hyderabad is noted for its warmth. We learn that the 
Hyderabad Branch of the Indian Medical Association 
has just finished the constructicn of its new building 
on a piece of land which was handed over to it as a 
free gift by the Rajpramukh of the State. The muni- 
ficence of the State was also available for the construc- 
tion work. The State has many eminent members of 
the medical profession who had served not only the 
people but also the State ruling authorities in various 
capacities. 

Nowadays, the gathering in our Annual Session 
has increased tremendously. To extend hospitality to 
such a vast number is in itself quite a.problem. But 
the team spirit and that of cordiality which have 
been witnessed there in the past lead us to believe that 
those who will be at Hyderabad for the Conference 
Session will feel that they are practically in the midst 
of their own surroundings and they will not be able 
to miss the warmth of comradeship for which the mem- 
bers of our profession at Hyderabad are noted. 


Hyderabad with a cordiality commensurate with its 
physical attractions all around welcomes the medical 
profession this year. In this quiet and sombre sur- 
rounding, the dectors will find enough of serenity and 
quietness which will offer sufficient relief to the mental 
occupations that they would be required to undertake 
in the conference, and we believe the delegates will be 
able to bring forward concrete proposals aiming at not 
only to organise the medical profession on a higher 
pedestal but also to evolve schemes for extending the 
helping hand of the profession to the common man and 
woman in distress practically all over the country in 
fighting the diseases and other social maladies success- 
fully. 

The Association of ours will complete the twenty- 
fifth year of its life by the time the conference holds 
its session. This annual conference, therefore, is the 
Silver Jubilee Session of the Association. This adds to 
the importance of the conference, and we trust it will 
be largely attended by the members. 


Hyderabad welcomes you all. 
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CURRENT MEDICAL LITERATURE 


Primary Atypical PNEUMONIA 

James (J.A.M.A., 151: 810, 1953) writes: 

The term primary atypical pneumonia refers to an acute 
pulmonary infection that does not conform clinically, radio- 
logically, or therapeutically to the accepted pattern of bac- 
pneumonia. It is suspected of being viral, in view of 
its epidemic explosiveness, fairly long incubation period for 
a respiratory tract infection, and lack of response to sulphon- 
amide compounds. 


terial 


The following features constitute the usual picture, but 
different epidemics show minor variations. 1. Symptoms of a 
constitutional upset overshadow those of a respiratory dis 
order, 2. There is a relative paucity of abnormal signs in 
the chest. There may be a localized area of fine rales. A 
pleural effusion is rare, and its presence should question the 
diagnosis of a virus pneumonia. The pulse may be slow, 
especially in relation to the degree of fever. 3. Sputum, if 
present, is commonly mucoid and does not the 
pathogens usually associated with bacterial pneumonia. The 
organisms found are those that inhabit the normal upper 
respiratory tract. Occasionally the sputum may be_ blood- 
streaked, but it does not appear rusty as in bacterial pneu- 
monia. 4. There is no pathognomonic radiological appearance 
of primary atypical pneumonia; however, the extent of the 
capacity is surprisingly out of proportion to the paucity of 
abnormal physical signs. The opacity is ill-defined, ‘‘ground 
glass’ in density, and, most important, need bear no precise 
relation to the bronchopulmonary segments, such as occurs 
pneumonia. Occasionally, the 


contain 


with segmental aspiration 


radiological appearance is that of diffuse miliary mottling 
5 The total white blood cell count is not usually raised, 


but the differential count may show a preponderance of 
lymphocytes. 6, Primary atypical pneumonia does not respond 
in a dramatic nor adequate manner to treatment by sulphon 
amide compounds or penicillin 


The following regimen is suggested for the management 
of clinical pneumonia: Sulphonamide compounds or penicillin 
should be given initially, and whenever possible postural 
drainage of the affected area should be instituted early. The 
value of postural drainage should be explained adequately to 
the patient, because his intelligent co-operation is essential for 
performing it efficiently. If there is no response to sulphon- 
amide compounds, the patient should be given penicillin. If 
there is no response to penicillin and postural drainage after 
three days, one of the newer antibiotics, aureomycin, oxytetra- 
Any of these anti- 
penicillin- 


cyline, or chloramphenicol, is indicated 
biotics will be effective in) pneumonia due to 
resistant bacteria, penicillin-insensitive bacteria (as in Fried- 
bacillus pneumonia), or viruses and Rickettsia 
organisms. It is important that the newer antibiotics should 
be given instead of, and not together with, penicillin, 
because of the possibility of antagonism between penicillin 
and the newer antibiotic. It has also been shown clinically 
that a combination of aureomycin and penicillin is inferior 
to penicillin alone in certain pneumococcal infections 


lander's 


On the other hand, it is permissible to use combinations 
of aureomycin or oxytetracyline and chloramphenicol to give 
an additive effect. It is difficult to predict which of the 
newer antibiotics will be most useful in penicillin-resistant 
bacterial pneumonias in the future, because bacterial resist- 
ance against all three is becoming apparent. In practice, 


if it is impossible to have adequate bacteriological studies, 
then trying each antibiotic in succession is permissible. 
Finally, there will remain a group of pneumonias that fails 
to respond to the newer antibiotics. The practitioner should 
consider carefully whether there is an underlying carcinoma 
of the bronchus, tuberculosis, a pleural effusion, or empyema, 
and arrange for a chest roentgenogram as soon as is prac- 
ticable. 


PRODROMINAL STAGE OF MELLITUS 


ALLEN (Ohio State M. J., 49: 213, 1953, Ref. J.A-M.A., 
125: 974, 1953) in an attempt to explain the presence of 
obesity before the onset of diabetes mellitus and the weight 
loss that commonly follows the onset of diabetes, studied 
the early history of diabetic patients. He found that a 
family history of diabetes need not always be present, but 
both the gain and the loss of weight are usually preceded 
by some severe infection or a long continued toxic state 
that causes an imbalance in metabolic processes. The ini- 
tiating toxaemia is followed by excessive gain in weight, 
because excessive appetite, piecing between meals, at bed- 
time or on waking during the night, relieves the patient 
of several of the following symptoms; hunger, weakness, ner 
vousness or irritability, trembling and/or fluttering in the 
epigastrium, sweating, night sweats, restlessness at night, 
and a dull weak feeling or headache in the morning before 
breakfast. These symptoms, which suggest hypoglycaemia 
due to excess of insulin, may have existed for many years, 
when another infectious or toxic period is followed by loss 
of weight, polyphagia, polydipsia, and polyuria. With some 
of these conditions in mind, 252 cases were reviewed in 1943 
and the above symptom complex was found in 24 per cent 
of the patients. With broader experience the percentage rose 
to 33°5 per cent in the next group of 298 patients, and to 
76-1 per cent in the last group of 657 patients questioned 
in the diabetic clinics at which the author is a consultant; 
for the total of 1,207 cases this amounts to 54-77 per cent 
The author reasons that due to stress and/or toxic states, 
the organism first produces an excess of insulin and hypo- 
glycaemia results, which causes exhaustion of beta cells of 
the pancreas. In this overworked state, these cells are easily 
damaged by a second or repeated toxic state and they 
become permanently damaged so that the production of 
insulin is far below the normal demand, and the organism 
loses its ability to metabolize glucose. The blood sugar rises 
above normal levels and the result is diabetes mellitus. 


DiaBetTic MYELOPATHY 


GARLAND AND TAVERNER (Brit. M. J., 1: 1405, 1953) 
report under the title of ‘diabetic myelopathy’ 5 cases of 
a syndrome first described by Bruns in 180. The syndrome 
consists of asymmetrical pain, weakness, muscle-wasting and 
areflexia in the legs without objective sensory disturbances 
in middle aged patients with diabetes mellitus of relatively 
short duration. All the patients had severe pain in the legs, 
symmetrical and tending to be greatest in the hip and thigh; 
in all the five cases the tendon reflexes were lost; three cases 
had extensor plantar responses and four showed increase in 
the protein content of the cerebrospinal fluid. 


The authors suggest that the cord changes responsible 
for the syndrome may be secondary to atheromatous degene- 
ration of the spinal artery but it is curious that 4 out of 
5 cases recovered when their diabetes was controlled. 
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DiaBETIC NEUROPATHY 


HERSON AND OTHERS (Brit. M. J., 1: 1408, 1953) in 
reporting on the finding of neurological complications in 
57 out of 100 unselected diabetic outpatients write that 
diabetic neuropathies may be classified under 3 clinical 
groups: (1) hyperglycaemic neuropathies, characterized 
usually by pain and parasthesias without objective signs and 
quickly relieved by control of the hyperglycaemia; (2) active 
neuropathies, more severe and complex neurological syndrome 
with a striking tendency to relapse and remission unrelated 
to alteration in diabetic control; and (3) asymptomatic neuro- 
pathies found in 54 per cent of their outpatients and charac- 
terized mainly by areflexia in the legs, absence of vibration 
sense and sometimes abnormal pupillary reactions. 

The authors maintain that there was no evidence to 
incriminate within arteriosclerosis or vitamin B, deficiencies 
as casual factors in these cases of neuropathies. The neuro- 
pathic process seems to be inherent in some cases of diabetes. 
The glucose tolerance curve is of value in the investigation 
of obscure neurological disease. The production of gangrene, 
neurogenic bladder and joint charge by diabetic neuropathy 
is of practical importance. 


HYPERTENSION WITH PAPILLEDEMA 


‘SCHOTTSTAEDT AND SoKoLow (Am. Heart J., 45: 331, 
1953) write: 

Material for this study consisted of the 104 cases of 
malignant hypertension seen at the University of California 
Hospital from 1936 through 1949. Follow-up information 
was obtained on all patients. The general features which 
<listinguished the group were the following: 

1. The average age was 42 years. 

2. The ratio of men to women was 3:2 

3. A family history of hypertension was found in half 
the patients. 

4. Knowledge of pre-existing hypertension was present 
in 71 per cent of the group. 

5. Significant past illnesses (scarlet fever or 
sore throats, glomerulonephritis, pyelonephritis, and toxaemia 
of pregnancy) had occurred in 56 per cent of the patients 


frequent 


An effort was made to determine the actual duration of 
the syndrome of a malignant hypertension by estimating the 
date of onset from the patient’s history. Impairment of 
vision was considered to have marked the onset in seventy 
eight cases, gross haematuria in five and severe headaches 
alone in six. The average estimated duration of the 
malignant phase was 8-7 months, with a range of two weeks 
to six and one-half years. To check the reliability of these 
estimations, the authors also determined the average survival 
after the discovery of papilledema, which was 8-4 months, 
with a range of one day to seven years. In three instances, 
it was believed that the remission in the course of the 
disease was spontaneous 

Because of the importance of early treatment in patients 
with malignant hypertension, the authors tried to determine 
some sort of predictability of onset. In about one-fourth of 
the patients the onset was acute, in one-third the symptoms 
were of less than six months’ duration, and in the remainder 
the complaints were long standing. The type of symptoms 
was similar in all three groups—headaches, congestive failure, 
gastrointestinal complaints, and the ‘‘fatigue complex.’’ The 
suddenness and severity of onset appeared to be the distin- 
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guishing feature—the more sudden and severe the onset, the 
more likely a rapid progression into the malignant phase. 


The significance of retinal changes in hypertension was 
reviewed. Subjective and objective changes in the patients 
under review of the authors were analyzed. Ninety per cent 
of the subjects complained of impairment of vision during 
the course of their illness. Papilledema, vascular changes 
and exudates were present in all at some time during the 
course; haemorrhages occurred in all but eight patients. Loss 
of vision and appearance of Keith-Wagener IV retinitis were 
closely correlated. Only three of the fifteen patients who 
showed regression of Keith-Wagener IV retinitis did not 
feceive specific treatment. 

The effect of malignant hypertension on the heart was 
also reviewed. Three-fourths of the patients had symptoms 
of cardiac failure, while half had signs confirming its presence 
Angina occurred in one-fifth of the group. Seventy-five per 
cent of the determinations of cardiac size by roentgenogram 
showed enlargement, while over go per cent of the electro- 
cardiograms were abnormal. Seventy per cent of these 
electrocardiograms showed a pattern due to left ventricular 
hypertrophy. All patients who were examined at autopsy 
had enlarged hearts, the average weight being 527 grams 
The heart is almost universally affected in the course of 
malignant hypertension 

The blood pressure levels in our group were as follows: 
the highest readings ranged from 300-160/180-100 mm. Hg.; 
the lowest readings from 265-90/150-60 mm. Hg 

Changes in the central nervous system in malignant 
hypertension were also thoroughly studied, both as reported 
in the literature and as observed in the authors’ own group 
Headaches were a complaint of 85 per cent of the patients, 
but neither in characteristics nor timing could they be con- 
sidered definitive of malignant hypertension. Cerebrovascular 
disturbances were manifested in forty-four patients, of whom 
twenty-five had ‘‘strokes."’ Convulsions occurred in eighteen 
patients, two-thirds of whom were dying in uraemia. Lumbar 
punctures showed elevation of cerebrospinal fluid pressure, 
ranging as high as 500 mm. of water in 62 per cent of our 
patients. The therapeutic effectiveness of repeated spinal 
taps was estimated as beneficial in 22 per cent of our subjects, 
ineffective in 66 per cent, and harmful in 12 per cent 
The spinal fluid protein content was increased in 69 per cent 
of the patients, in ten of whom the spinal fluid pressure 
was normal. Seventy-five per cent of the authors’ group 
showed some evidence of central nervous system damage. 

The kidney is the organ most seriously involved in 
malignant hypertension. Eighty-four per cent of the authors’ 
patients had symptoms relating to the kidney, and all 
patients had some abnormality demonstrable by one or more 
laboratory tests. The significance of the symptoms has been 
analyzed 

Results of laboratory studies have been summarized and 
correlated with rate of survival and pathologic changes ob- 
served at autopsy. The impression that nephrosclerosis is the 
lesion most apt to occur when good renal function is retained 
in the presence of hypertension and Keith-Wagener IV retinitis 
was amply verified. In our series of patients the basic renal 
lesions found at post-mortem examination were nephrosclerosis 
in fourteen cases, glomerulonephritis in seven, and  pyelo- 
nephritis in twelve. 

A bleeding tendency developed in 7 per cent of our 
patients. Uraemia was twice as common in this group as in 
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the remaining patients. A moderate or severe anaemia was 
present in half the group at the time when papilledema was 
discovered. When the haemoglobin was normal at the time 
malignant hypertension was diagnosed, nephrosclerosis was 
the most likely lesion. 

Reports on the various forms of treatment applicable in 
maliguant hypertension were mentioned, and the experience 
with their use in the authors’ group was presented briefly. 

An increased survival time may be expected, provided 
vigorous therapy is supplied to hypertensive patients with 
papilledema (a) before renal function is impaired, and  (b) 
before irreversible damage is done to cerebral vessels or to 
the heart. 


ApicaL anp Aortic Systotic Heart Murmurs 


WHITE AND oTHERS (Am. J. M. Sc., 225: 469, 1953) 
give in the following lines the summary of their observations: 

A follow-up study is herewith reported of a comparison 
of 1,777 cases with slight to moderate (grades 2 and 3) systolic 
murmurs without diastolic murmurs heard maximally at 
cardiac apex, aortic valve area or both as compared with 
187 patients with loud and very loud (grades 4 and 5) systolic 
murmurs without diastolic murmurs heard in the same loca- 
tions and with 200 patients with no murmurs at all. All 
3 groups were encountered in a private cardiac consulting 
practice. 


Patients with grades 2 and 3 murmurs were slightly 
more frequent than those without murmurs and much more 
common by a ratio of 6-5 to 1, than those with grades 4 
and 5 murmurs. The ratio of males to females (3 to 2) and 
the age incidence (majority over 50 years old) were the same 
for all 3 groups. 

Patients with coronary or hypertensive heart disease, or 
both, outnumbered other kinds of heart disease in all three 
groups but so far as this clinical study allowed, there seemed 
to be a great difference in the prevalence of rheumatic heart 
disease, being found clearly in 27 per cent of those with loud 
murmurs, in only 3 per cent of those with lesser murmurs 
and in none of those without murmurs. There was a minority 
of cases with other or uncertain kinds of heart disease. 


The site of the maximal systolic murmur was aortic in 
contrast to apical in about one-fifth of the patients with 
either loud or lesser murmurs but in the case of the latter 
there seemed to be little difference between the aortic and 
apical intensities in 26 per cent. 

The most important aspect of this follow-up study 
concerns mortality. The 4 most interesting and important 
findings were the following: 

Those with the loudest murmurs lived shorter lives than 
those with lesser murmurs or with no murmurs at all, but 
there were occasional cases (actually 8 per cent) with grades 
4 and 5 murmurs who were still alive more than 15 years 
after the murmurs were recorded by us as loud or very loud 
The intensity of the murmurs, however, as a factor in 
influencing mortality was qualified by three other important 
findings. 

The male mortality was greater than the female in all 


the groups. 

A background of coronary or hypertensive heart disease 
was much more serious than that of rheumatic heart disease; 
a younger age here doubtless favoured some of the rheumatic 
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This study revealed no evidence that aortic systolic 
murmurs of slight, moderate, loud, or very loud intensity, 
but without diastolic murmurs, have any more unfavourable 
prognosis per se than the corresponding apical systolic mur- 
murs. 

One of the most impressive findings of all was that 
moderate to much enlargement of the heart greatly favoured 
an earlier ending of life in all the case’. This was a more 
important factor in all the series than any other, including 
loudness of the murmur itself, for heart size is a better indi- 
cation than are murmurs of the degree of strain on the heart. 
Many murmurs show the presence of strain-producing val- 
vular defects but such defects vary greatly in importance as 
do patients in their ability to resist such strain. 


ANTICOAGULANT THERAPY IN ACUTE MyocaRDIAL INFARCTION 


Russex anp ZonmMAN (Am. J. Med, Sci., 225: 8, 1953) 
write that a questionnaire on the use of anticoagulant drugs 
in acute myocardial infarction was sent to several hundred 
internists and cardiologists in various medical centres through- 
out the United States. Of the 228 physicians who replied, 
116 (50-9 per cent) stated that they do not use anticoagulants 
routinely in the treatment of acute myocardial infarction. 
The clinical indications for the use of anticoagulant drugs 
as summarized by these physicians are previous myocardial 
infarction, congestive heart failure, the presence of a large 
infarct, profound or persistent shocl, intractable pain, signi- 
ficant enlargement of the heart, previous thromboembolic 
phenomena, varicosities, previous or recent thrombophlebitis 
or phlebothrombosis, cardiac arrhythmias, old age, debility, 
lethargy, obesity, diabetes, polycythaemia, and any departure 
from a smooth or uneventul course. Most of the physicians 
who reported that they administer anticoagulants only when 
the clinical findings in a given case appear to favour the 
development of thromboembolism regard old age as an im- 
portant indication for the use of these agents because elderly 
patients are more prone to thromboembolic complications. A 
smaller but significant number of physicians believe that anti- 
coagulants should always be withheld in elderly patients 
because of the pronounced risk of serious haemorrhage. The 
fallacy in considering age a significant factor in the prognosis 
of the individual patient is emphasized by the authors. 
Among nonmedical factors influencing use of anticoagulants 
in this disease are the economic status of the patient, coercion 
by the patient's family or referring physician, the compelling 
influence of the wide publicity given to this therapeutic 
procedure, and the fear of criticism or even litigation for mal- 
practice if such treatment is withheld. Serious haemorrhagic 
complications from anticoagulant therapy had been observed 
by 104 (45-6 per cent) of the 228 physicians’ surveyed; 122 
deaths caused by such complications were reported by 64 
(28-1 per cent) of the 228 physicians. All agreed that hos- 
pitalization and dependable laboratory facilities were neces- 
sary in every case in which anticoagulants were to be em- 
ployed. As a result of these observations the authors state 
that, although anticoagulant therapy now occupies an im- 
portant place in the management of acute myocardial infarc- 
tion, neither the evidence to date nor the field can support 
the concept that its routine employment is necessary or 
desirable 

CorTISONE, CORTICOTROPIN, AND SALICYLATES IN 
Rueumatic Fever 


Roskam AND VAN CAUWENBERGE (Presse Med., 60: 1344, 
1952, Ref. J.A.M.A., 151: 249, 1953) write that investiga- 
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tions carried out by them in Liege provided additional evi- 
dence to support the authors’ concept that the action of the 
salicylates in rheumatic fever depends on hypersecretion of 
reducing corticoids, which the salicylates promote. Experi- 
ments made on rats revealed that injections of salicylates 
entail the same biochemical results and exert the same effects 
on the blood and the tissues of the animals as the administra- 
tion of corticotropin (ACTH), provided that the rats have 
not been subjected to adrenalectomy, hypophysectomy, or 
anaesthesia with 5, 5-diallylbarbituric acid (dial). It was 
thus demonstrated that the pituitary-hypothalamus-adrenal 
cortex functional axis must be unimpaired to make the 
action of the salicylates possible. Rats that had been given 
a preliminary injection of N, N-dibenzyl-B- chloroethylamine 
(dibenamine) hydrochloride, an adrenolytic with prolonged 
action, reacted to a subsequent injection to sodium salicylate 
exactly as the control animals; it was thus demonstrated that 
the salicylates do not exert their effect by inducing hyper- 
secretion of epinephrine, which has been considered to be the 
usual mediator in stress. Injections of sodium salicylate in 
progressively reduced doses revealed the presence of a gradient 
in the responses of the organism of the rats to this drug; 
the maximum reaction occurred with a salicylate blood level 
similar to that which proved effective in sheumatic fever. 
Fifty patients with rheumatic fever were treated with large 
doses of acetylsalicylic acid (aspirin). Those patients in 
whom the clinical signs were only attenuated by this treat- 
ment and in whom the erythrocyte sedimentation rate re 
mained accelerated, were given cortisone or corticotropin 
(ACTH) in addition to the initial large dose of acetylsalicylic 
acid. Instead of the usual dose of 300 mg. of cortisone on 
the first day, 200 mg. on the second day and then 100 mg 
daily up to a total dose of 2 g. im 14 days, cortisone was 
given in doses of only 150 mg., 100 mg., and 50 mg. 
or even 75, 50, and 25 mg. up to a total dose of 1 g. or 
0-5 g- Highly satisfactory results were obtained with these 
small doses of cortisone, which previously had been considered 
ineffective. Hypercorticalism was observed in 5 of the 50 
patients, who had received large doses of acetylsalicylic acid 
alone or combined with small doses of cortisone or cortico- 
tropin. In some of their patients the authors employed a 
new test resembling the Thorn test. This consisted of admin- 
istration of 6 g. of sodium salicylate in 60 g. of diluted 
goosebery syrup on an empty stomach. A 50 per cent drop 
of eosinophils in the blood occurred in three patients in whom 
the Thorn test had been negative. Two of the three patients 
obtained satisfactory results from treatment with salicylates, 
while one was a therapeutic failure. A positive salicylate 
test is to be considered of prognostic significance with respect 
to intensive treatment of rheumatic fever with salicylates. 


PutmMonary 


Couen (Am. J. M. Sc., 226: 16, 1953) writes that chronic 
pulmonary disease is sometimes due to the fungus Candida 
albicans. The diagnosis of moniliasis may be made if (1) 
Candida albicans can be isolated consistently and in large 
quantities from fresh sputum or from specimens obtained 
through the bronchoscope; (2) the sputum is consistently 
negative for tubercle bacilli; and (3) no other aetiological agent 
can be found. There is no characteristic symptom-complex, 
nor is there anything diagnostic about the chest roentgeno- 


gram. 
Since the treatment of pulmonary tuberculosis and moni- 
liasis is different, patients with active progressive pulmonary 
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disease should not be treated for tuberculosis merely because 
the chest film is consistent with tuberculosis. If the sputum 
is negative for acidfast bacilli, sputum or bronchoscopic 
specimens should be cultured repeatedly for fungi. 


lf the diagnosis of moniliasis is made, the patient should 
be skin-tested to determine whether he is hypersensitive to 
Candida albicans, and if so, he should be desensitized. If he 
is not hypersensitive, or if he has been desensitized, he 
should be treated with iodides in large doses. Sometimes 
gentian violet intravenously is helpful. In most cases treat- 
ment will be successful. 


Orat UNpecyLinic AcID IN PREVENTION OF THE SO-CALLED 
MoNILIAL COMPLICATIONS 
MOUNTAIN AND KRUMENACHER (Am. J. M. Sc., 226: 274, 
1953) write that none of 20 patients who were given simul- 
taneously one of the broad-spectrum antibiotics and oral 
undecylinic acid developed pharyngitis, glossitis, pruritus 
ani, pruritus vulvae, vaginitis, or proctitis 
Two of 42 patients who received undecylinic acid 3 days 
alter the antibiotic was started developed pruritus ani. This 
is a failure in 3-2 per cent of the total cases in which oral 
undecylimic acid was used. Twelve of the 45 control cases 
developed one or more of the above symptoms. This is an 
incidence of 26-7 per cent. 


There were no side-reactions to oral undecylinic acid, 
nor did it interfere with the clinical effectiveness of the 
antibiotic used, since a high percentage of the patients made 
very good recoveries from their various infections 


The undecylinic acid did not prevent the recovery of the 
fungus, Momilia albicans, from the stool or the pharynx in a 
high percentage of the patients who received the drug. It 
has not been proven that the drug acts as a fungicidal agent, 
but no clinical thrush occurred during its use 


lf these results can be confirmed, the oral use of undecy- 
linic acid should be considered whenever oral aureomycin, 
chloramphenicol or terramycin is administered. The authors 
Suggest that one capsule (0-44 g.) of the drug be given 
simultaneously with each 250 mg. of the selected antibiotic. 

Oral undecylinic acid apparently prevents the so-called 
monilial complications which occur with the broad-spectrum 
antibiotics in a high precentage of patients to whom it was 
given prophylactically. A possible mode of action is sug- 
gested 

Undecylinic acid does not prevent the diarrhoeas which 
occug secondary to these antibiotics, nor does it inhibit the 
growth of the Proteus, Pseudomonas, or haemolytic Staphylo- 
coccus aureus organisms. 

The clinical results do not support the theories that 
the symptoms of glossitis, pharyngitis, pruritus ani, pruritus 
vulvae, vaginitis or proctitis are caused by avitaminosis B, 
fungus sensitivity, or the direct irritative action of the anti- 
biotic. 

Early results suggest that undecylinic acid may be of 
some value in treating these complications after they have 
developed. 


Gamma GLosuLin as Propnytactic PotiomyeLitis 


Hammon oTners (J.4.M.A., 151: 1272, 1953) give 
in the following lines the summary of their observation: 


Red Cross gamma _ globulin, in an average dose of 
0-14 cc. per pound of body weight, in controlled field tests 
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in three epidemic areas was shown to give highly significant 
protection against paralytic poliomyelitis. These conclusions 
are based on 104 cases of paralytic disease occurring among 
approximately 55,000 children, half of whom received gamma 
globulin and half gelatin. The of follow-up was 
14 weeks. Cases occurnng during the first week following the 
injection of gamma globulin were significantly modified in 
severity. During the next period of four weeks a high but 
not complete degree of protection was demonstrated. During 
the sixth to the eighth week after injection the protection 
appeared to be waning, and none was detectable after the 
eighth week. 


period 


To substantiate the validity of the controls, data were 
examined to determine whether there was any evidence to 
Suggest that inoculations of gelatin had localized or provoked 
In fact, when the 
combined results in all areas were examined, protection by 
gamma globulin was so marked, the extent of the study 
sufficiently large, and the epidemic selected of such major 
proportions that controls who also received injections were 
not essential to demonstrate simple protection. 


paralysis. No such evidence was found. 


These findings on passive prophylaxis are discussed in 
relation to their impact on developments in the field of active 
immunization. be where their principal 
value lies, for there are many limitations and disadvantages 
in the practical application of extensive passive prophylaxis. 


This appears to 


Inasmuch as gamma globulin is the only agent that has 
been demonstrated to be safe and effective in the prevention 
recommendations are regarding 
dosage and methods of administration. In view of the current 
limitation of supply several possible means of using gamma 
globulin on a family and community basis are presented 
Limitations in knowledge restrict the scope of sound recom- 
broad categories covering widely 


of poliomyelitis, offered 


mendations to a few 


divergent conditions, 


PROPHYLAXIS AND TREATMENT OF Mumps ORCHITIS 


Crosnier (Presse Med., 60: 1398, 1952, Ref. Practitioner, 
169: 684, 1952) outlined a practical regime for the preven- 
tion and mumps orchitis. The prophylactic 
measures recommended are: (a) Absolute rest in bed for at 
least ten days, with the wearing of a suspensory bandage. 
diet is important: milk, 


treatment of 


(b) During the period in bed, 
purees, preservers; the daily intake of protein may with ad- 
vantage be pushed to 70 g. and then to roo g (c) 
Specific prophylaxis in the form of intravenous injection of 
for one or two injections; if the 
the dosage 
prophylactic 


convalescent serum, 40 ml 
virus is found to be specifically orchitigenic 
should be doubled. It is essential that this 
regime should be instituted during the first forty-eight hours 
of the infection, before fixation of the virus occurs. Synthetic 
oestrogens should be given on the first appearance of parotitis: 
stilboestrol, 2 mg. dienoestrol, « mg. for ten days. A 
ten-day course is better than a five-day course with higher 
dosage, and if the virus is particularly orchitigenic the course 
should be prolonged for fifteen days. In the experience of 
the author the administration of cestrogens is indispensable 
in the young adult. The same synthetic oestrogens are 
employed for the treatment of orchitis, but in higher dosage, 
ie., 5 mg. for ten for stilboestrol and hexoestrol, 
and 3 mg. for ten days for dienoestrol. Infiltration of the 
lumbar sympathetic with a solution of novocaine, 0-5 or 


days 
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1 per cent, in dosage of 10 to 20 ml., bilaterally is advo- 
cated as a prophylactic measure; and for treatment of uni- 
lateral orchitis in dosage of 20 ml.; for bilateral orchitis the 
infiltration is doubled. Bed rest, as prescribed for prophy- 
laxis, should be carried out with, in addition, immobilzation 
of the scrotum. 


ACUTE PELLAGRA DurinGc Isoniazip THERAPY 


McConneLt anp WILson (Lancet, 2: 959, 1952) write 
that in a 22-year-old man diagnosis of tuberculosis perito- 
nitis was confirmed by laparotomy and biopsy of the 
omentum. At first he responded to streptomycin and p-ami- 
nosalicylic acid, but while in a sanatorium his condition 
deteriorated. He had a further course of streptomycin at 
home but without benefit. When admitted to hospital, his 
weight was 112 Ib. (50-9 kg.) and he was emaciated. The 
feces and urine were repeately examined for tubercle bacilli 
but none were found. Treatment was started with isoniazid 
in doses of 200 mg. twice daily (8 mg. per kilogram of 
body weight per day). Within three weeks of starting this 
treatment, the patient had symptoms and signs of gross 
nicotinic acid deficiency. During this time the only other 
drugs he received were secobarbital sodium, iron administered 
intravenously, and a vitamin preparation not containing the 
B, group. It seems likely that the isoniazid was the direct 
cause of the pellagra. As ro previous case of fully developed 
pellagra has been reported during isoniazid treatment, its 
affinity is probably not great and its pellagra-producing effect 
depends on a low initial nicotinamide level. Most patients 
develop a voracious appetite, and they may be protected by 
the consequent high intake of B, vitamins. The authors’ 
patient was one of the minority whose appetite does not 
improve greatly. Until further investigation has been car- 
ried out, it may be advisable to give vitamin B, complex 
to all patients taking isoniazid whose appetite remains poor. 


Psycuosis Isoniazip THERAPY 


Hunter (Lancet, 2: 960, 1952) reports that a 41-year-old 
woman with chronic bilateral pulmonary tuberculosis was 
treated in her home with isoniazid in a dose of 3-5 to 5 mg. 
per kilogram of body weight for three months. During this 
time tingling feelings in the extremities occurred, and the 
patient lost weight. The dose of the drug was then doubled 
to 8 to 1o mg. per kilogram of body weight for another 
month. Early signs of involvement of the central nervous 
system were confusion and loss of memory, followed by 
insomnia and anorexia. The patient had a toxic psychosis 
characterized by confusion and later dryness of the mouth, 
retention of urine, constipation, tremor, muscular twitching, 
exaggeration of reflexes, and a micfocytic hypochromic 
anaemia. Within eight weks after the patient had received 
the last dose of isoniazid, she was left with signs of organic 
cerebral impairment of the Korsakoff type. The confusion 
and impairment of memory that appeared in this patient 
before other gross signs of toxicity, may, in retrospect, be 
interpreted as danger signals of cerebral damage. 


Metasottc CHANGES ASSOCIATED WITH OPERATION 


Macpuer (Brit. M. J., 1: 
Some evidence has been produced of increased 11-oxy- 
steroid secretion and 17-ketosteroid excretion as a measure of 
increased adrenocortical activity after operation. This has 
often been shown in recent years in association with trauma, 


1023, 1953) writes: 
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burns, acute medical conditions, and operation itself. The 
present study has shown that these changes are also asso- 
ciated with alterations in electrolyte and water balance. 
Changes of sodium, chloride, and water retention, associated 
with increased potassium excretion and with exchanges of 
‘sodium for potassium within the cells, are very similar to 
the effects of 11-deoxycorticosterone. Though they may be 
accounted for by other means, such as local accumulation of 
fluid and eletrolyte in damaged tissues, the fact that they 
are associated with other evidence of adrenocortical activity 
suggests that they are themselves linked with such activity. 
Prunty has recognized a similar phase of decreased plasma 
sodium and chloride in acute porphyria. The study of eosi- 
nophil uric acid excretion, and neutral reducing 
steroid indicated an increased adrenal activity 
during the acute phase of the disease. As Selye has sug- 
gested, such a response may occur in a variety of conditions, 
all in themselves a reflection of injury to the organism. 


counts, 
excretion 


The retention of sodium chloride and water in the body 
after operation, in amounts greater than apparent needs, has 
become recognized. The diminished urinary excretion 
of chloride in the first weeks after operation vitiates the 
chloride estimation as a measure of body chloride 
requirements. This has been accepted by Mariott. Attempts 
to replace the apparent chloride deficiency will only lead 
to water and salt overload. I believe that plasma chloride 
estimations in the post-operative period are of greater value 
in estimating body chloride deficiency. Even these deter- 
minations as has been demonstrated in this paper, will give 
a false low reading. 


now 


urinary 


The importance of poatassium in the serum and extra- 
cellular fluids has been well recognized ever since the work 
of Ringer. In recent years great interest has been focussed 
on the loss of potassium in various acute medical and surgi- 
et al described low levels of serum 
potassium in nephritis, associated with muscular 
weakness and paralysis. Holler drew attention to a similar 
low potassium level during the treatment of diabetic coma 
It is, however, largely due to the work of Darrow and his 
that clinical potassium deficiency has become 
widely recognized. As shown by these and other workers, 
potassium can be lost to the body in gastro-intestinal dis- 
orders such as diarrhoea (in children), sprue, intestinal 
fistulae, prolonged vomiting; and in certain types of diet, 
such as the Borst diet. 

Tarail and Elkinton have demonstrated that in both nor- 
mal and potassium-depleted patients the kidney has a limited 
minimal excretion of potassium, below which minimal level 
the excretion does not appear to fall. This continued potas- 
sium loss, even in the presence of cellular potassium deficiency, 
they believe to be an important factor in producing further 
depletion. If, in addition to these other sources of potassium 
deficiency, the incident of a surgical operation increases the 
urinary potassium loss, cellular potassium depletion is further 
increased, and the production of a state of clinical potas- 
sium deficiency is hastened. The fact that the rapid mobi- 
lization of cellular potassium after an operation is often 
associated with a rise in serum potassium concentration makes 
the recognition of cellular depletion all the more difficult. 
I have seen several patients with a cellular potassium defi- 
ciency in which the serum potassium, though falling from 
a concentration greater than normal, was still within the 
normal range when electrocardiographic evidences of cellular 
potassium deficiency was detectable.—Author’s summary. 
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PROBLEM Of ACUTE ABDOMINAL 


Gauss (Am. J. Digest. Dis., 20: 105, 1953) gives in the 
following lines the summary of his observations on the prob- 


lem of acute abdominal pain 


Abdominal pain is primarily a clinical problem. In spite 
of all the instruments of precision and chemical tests, it 
remains primarily a clinical problem, 


All visceral pain is referred pain, and is referred not to 
the organ giving rise to it, but to the surface area supplied 
by sensory nerves which arise in the same spinal segmental 
level at which the viscera developed embryonically. 


The threshold for pain varies with different 
with the varying 
conditions such as hunger, thirst, fatigue, anxiety, economic 


pressure, etc. 


The 


outside 


markedly 


individuals and same individual under 


causes for abdominal 
and the The 
outnumber the intra-abdominal 


within 
causes far 


pain originate both 
abdomen extra-abdominal 


causes. 


The commoon causes for abdominal pain which originate 
the the the 
stomach, small and large intestine, appendix, gall bladder, 


within abdomen are diverse disturbances of 


liver, spleen, pancreas and mesentery 


The common causes for abdominal pain originating out- 
side of the abdomen are: disturbances of the central nervous 
system of the head, the respiratory system, the cardiovascular 
sysiem, the genitourinary system, the pelvis, the anorectal 
endo- 


region, acute infections, toxic states, blood dyscrasias 


crine system, nutritional deficiencies, constitutional disease, 


miscellaneous disorders 


There are five main pathways by which causes outside 
of the abdomen transmit their symptoms to the abdomen: 
These are (a) the common innervation with some other sys- 
tem, (b) the metabolic interrelationship, (c) the 
relationship, (d) the endocrine relationship, (¢) the circulatory 
relationship 


anatomic 


The more familiar types of abdominal pain are easily 
but 


some of the less common types present serious difficult diag 


recognized for the clinical entities that they indicate: 


nostic problems 

Epigastric pain even when relieved by food taking can 
be caused by numerous causative agents other than peptic 
ulcer, hyperacidity, 
irritable colon, anorectal disease, etc. 


such as psychoneurosis, mucous colitis, 

Likewise pain in the right lower quadrant can be caused 
by numerous agents other than appendicitis, such as pneu 
monia, rheumatic 
gia, right-sided 
disease, 


fever, hyperthyroidism, intercostal neural- 
genitourinary disorders, right-sided pelvic 
adhesions, etc 

The differential diagnosis of abdominal pain is made by 
a careful clinical study of the patient aided by the laboratory 
and x-ray studies 

The aid of the laboratory tests is recognized as being 
very useful, but its role must not be overemphasized 

There is no easy or royal road to the differential diagnosis 
of acute abdominal pain 


TRANSFUSION 


Straus anp Torres (].4.M.A., 151: 699, 1933) 
that in a three week period, 399 units (500 c.c. each) of blood 
were requested from the blood bank for 136 patients. Of the 


Use anp Apsuse or BLoop 


write 


total number of units, 27-3 per cent was returned, indicating 
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that insufficient thought was devoted to the ordering of 
blood. Approximately 13 per cent of the blood administered 
was not indicated according to objective criteria. 


The following criteria were employed for the appraisal 
of the need for transfusions: (1) a red blood cell count of 
3°5 million or less in medical conditions and 4 million or less 
in surgical conditions; (2) the magnitude of a surgical proce- 
dure and/or blood loss; (3) the presence of toxamia (with 
borderline anw#wmia; (4) use of transfusion as a supportive 
measure in conjunction with other factors; and (5) the 
duration of life following transfusion in the chronically ill. 

There were 10 transfusion reactions in this series, which 
included homologous serum jaundice in 3 cases and pulmonary 
oedema in 2 cases. One patient with pulmonary oedema 
died, and another survived. 

Blood transfusions are often ordered promiscuously and 
administered without regard to proper indications. A greater 
respect for the dangers of transfusion and attention to proper 
indications for the use of transfusions will result in fewer 
accidents and diseases secondary to this procedure. This 
would also conserve the limited supply of blood and aid in 
relieving over-taxed hospital budgets. Finally, the teaching 
ef the proper use of blood transfusion to hospital staffs should 
be fostered more actively. 


Proctatcia FuGax 


Ewine (Brit. M, J., 1: 1083, 1953) writes that proctalgia 
fugax is a condition characterized by recurring attacks of 
pain deeply inside the rectum. The pain follows a definite 
pattern, and no local cause can be found to account for it. 
It has certain features which suggest that it is due to a 
sustained muscle spasm. It can be relieved most effectively 
by the immediate taking of food or drink. 

TERRAMYCIN IN PERITONITIS 


Reiss AND OTHERS (Arch. Surg., 64: 5, 1952, Ref. Med. 
Times, 80: 649, 1952) in reporting on the treatment of 
68 cases of peritonitis with terramycin observe: 47 of these 
patients were treated at Brooke Army Hospital and 21 at 
Tokyo Army Hospital. In the Tokyo group, the peritonitis 
was secondary to gunshot wounds of the abdomen in all 
but 3 cases; in the Brooke Hospital group, peritonitis was 
secondary to appendicitis in 28 of the cases. In 31 of the 47 
Brooke patients, terramycin was the first antibiotic employed, 
within forty-eight hours after the onset of the symptoms of 
peritonitis. In the Tokyo group, penicillin and streptomycin 
in combination had been used in ‘‘the forward areas’’ before 
the patients had been sent to Tokyo. Terramycin was 
given intravenously (1 gm. every twelve hours) for two to 
four days, then by mouth in a dosage of 0-5 g. every six 
hours for eight to ten days. The results of therapy were 
classed as excellent if the temperature fell to normal, peris- 
talsis returned, and abdominal tenderness diminished in 
forty-eight to seventy-two hours; the results were classed 
as good when similar improvement occurred more slowly. In 
some cases recovery was good, but the role of the antibiotic 
was doubtful on account of the use of surgical drainage. 
The largest percentage of excellent results was obtained in 
the most virulent infection, i.e., in the cases of spreading 
peritonitis; in the 32 cases of this type, results were excellent 
in 17 cases, good in 8, poor in 6, and doubtful in one case; 
4 of 5 patients with spreading peritonitis secondary to appen- 
dicitis did not require surgery. There were 2 deaths in this 
group, one in a case of spreading appendiceal peritonitis, and 
one in the case of peritonitis secondary to intestinal obstruc- 
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tion and gangrene; death in this case was probably due to 
thrombosis of a cerebral artery as shown at autopsy. In 
the other 4 cases with poor results, the organisms cultured 
from the wound were found to be terramycin-resistant; in 
3 of these cases, chloramphenicol was used, and in one, 
streptomycin. In 18 cases of localizing peritonitis the results 
were excellent in 5 and good in 12 cases. In 12 cases of 
localized peritonitis results were excellent in 3 and good in 
5 cases. In 6 cases of pelvic inflammatory disease with pelvic 
peritonitis, results were excellent in one, and good in 5 cases. 
The incidence of nausea and vomiting with oral administration 
of terramycin was low in this series, which is attributed to 
the fact that the antibiotic was routinely given with milk. 


PREMENSTRUAL SYNDROME 

GREENE AND Datton (Brit. M. J., 1: 1007, 1953) writes 
that a large proportion of women, estimated by one author 
as 40 per cent, suffer a variety of distressing symptoms during 
the final week or so of the menstrual cycle. In occasional 
cases, similar symptoms may occur at monthly intervals at 
other points of the cycle. They are probably produced by 
water retention, and the evidence at present available sug- 
gests that this in its turn is due to abnormal elevation of 
the oestradiol/ progesterone ratio. Various treatments aimed 
at either dehydration or a correction of the disturbed hormonal 
ratio have proved partially effective. Treatment with a pro- 
gestogen is almost invariably successful. In mild cases relief 
is usually obtained by the oral administration of ethisterone 
in a dosage of 25 mg. twice daily during the second half 
of the menstrual cycle. A larger proportion of patients can 
be relieved by the intramuscular injection of progesterone, 
25 mg. on alternate days during the same phase of the cycle. 
Such cases are more effectively treated, with less labour for 
the patient, by the implantation of progesterone, which 
remains effective for many months 


PREGNANCY AND HEART DISEASE 


BrRaMweELt (Brit. M. J., 1: 897, 1953) writes that the 
chief dangers to be faced in patients with heart disease who 
are pregnant are acute pulmonary oedema and congestive 
heart failure. The former calls for special vigilance on 
account of the suddenness with which it may develop and 
in every case of mitral stenosis clinical or radiological evidence 
of pulmonary congestion must be regarded with grave appre- 
hension. Congestive heart failure with oedema, if recognized 
early, usually responds well to treatment. 

Auricular fibrillation, though a recognized precursor of 
heart failure, is not necessarily a bar to pregnancy, provided 
adequate antenatal and post-natal care can be assured. In 
assessing the risk, the previous obstetric history, age, eco- 
nomic conditions, and temperament of the patient must all 
be taken into account. 

In patients with heart failure, surgical intervention should 
never be contemplated until the heart failure has been treated. 
Patients with heart disease tolerate pelvic delivery better than 
caesarean section. 

In patients with advanced heart disease pregnancy is 
contraindicated. If, however, pregnancy is already estab- 
lished and the patient is seen within the first three months, 
it should be terminated, but if she is not seen until later, 


it should be allowed to run its normal course. Alternatively, 
mitral valvotomy may be considered. 
There is no purely cardiac indication for anticipating 


normal delivery. 
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All patients, however trivial their heart disease, should 
be kept under observation throughout pregnancy, and inter- 
current infection and anemia promptly treated. 


PostPaRTUM ANAL Fissure 


Martin (Lancet, 1: 271, 1953) writes that 45 cases of 
anal fissure are described in 424 women attending a postnatal 
clinic (incidence 10-7 per cent). Haemorrhoids are rarely 
responsible for rectal symptoms six weeks after delivery. 
Multiple fissures are common and were seen in 21 cases 
(46 per cent). 

Anterior fissure occurred in 15 (62 per cent) of 24 cases 
with a single fissure. 


Pregnancy, labour, and the postpartum period offer 
many opportunities for the formation of fissure. Constipa- 
tion is common in the antenatal period and may be asso- 
ciated with the excessive use of purgatives. Insufficient fluid 
intake, weak abdominal muscles, and a painful perineum 
may also lead to constipation in the puerperium. In addi- 
tion the ritual enemata of the first stage of labour, with 
rectal examinations and the distention of the anus and 
erineum in the second stage of labour, are aetiological factors. 


As would be expected, anal fissure is most common in 
the primiparous patient and is often related to forceps deli- 
very and to perineal damage. The commonest time for 
symptoms to appear is after discharge from hospital. 


Treatment was on the lines described by Gabriel. 
Patients were instructed to maintain a good fluid intake and 
constipation was treated with mist. magnesii hydroxidi B.P. 
Liquid paraffin was avoided. Digital application of ung. 
cinchocainae co. B.P.C, or ung. benzocainae co. B.P.C. twice 
daily round the anal margin was prescribed in the first 
instance. The ointment was always used before defaecation. 
If this did not bring relief, a no. 2 St. Mark’s dilator was 
used, lubricated with one of these two ointments, and passed 
twice daily. 34 patients were cured by use of ointment 
alone, 10 required the use of a dilator, and the case 
described above required stretching of the sphincter. In no 
other case was surgery or injection of the sphincter necessary, 
but since this time intractable cases have been seen and 
referred to the surgical department for treatment. The 
symptoms usually abate within a few days, and the fissure 
heals completely within two or three weeks.. In some cases 
fresh fissures appear a few weeks after apparent cure. 
3 patients included in this investigation did not attend the 
follow-up clinic but are presumed cured. There did not seem 
to be any great difference between ung. cincocainae co. B.P.C. 
and ung. benzocainae co. B.P.C. in effectiveness; the impres- 
sion is that the former is less liable to give rise to pruritus. 


CAESAREAN SECTION BEFORE AND AFTER ANTIBIOTICS 


Araujo aND Neme (J.A.M.A., 151: 769, 1953) studied 
830 transperitoneal low sections performed at the Obstetrical 
Clinic of Sao Paulo’s University, under Prof. Briquet’s direc- 
tion, in order to demonstrate the value of prophylactic and 
curative use of sulfonamide and antibiotic drugs in puerperal 
infections. With this end in mind, the sections were divided 
into three groups: (a) 454 cases performed between 1931 and 
1941 in which none of the cited drugs were used; (b) 
161 cases performed between 1941 and 1945 in which sulfon- 
amide drugs were used, 35 showing with controlled blood 
concentration; and (c) 215 cases, using sulfonamide drugs 
on 40 and the combination of sulfonamide drugs, penicillin, 
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In order to compare 


and streptomycin on the remaining 175. 
the results in all groups the authors divided their cases 
according to the grade of infection, present or suspected 
considering symptoms as hyperthermia, suppurative wounds, 
peritonitis, and lethal exitus as more indicative of the serious- 
ness of the infection. An analysis of the results shows that 
antibiotics are excellent in prevention of puerperal infections 
and these medicaments should be administered as prophylactic 
in all cases, including the clinically pure ones. The authors 
outlined the prophylaxis of puerperal infection in the caesarean 
section as follows: 1 million units of penicillin and 2 gm. 
of dihydrostreptomycin in the abdominal cavity, followed by 
the administration of 400,000 units of procaine penicillin 
and o-5 gm. of dihydrostreptomycin daily, until the fourth 
day of puerperium. In the suspected or infected cases the 
previous administration of antibiotics is considered  indis- 
pensable, followed by the abovementioned treatment. With 
these measures now used as routine, the results are encourag- 
ing in the attack against puerperal infection. 


VaGinaL DoucHiInG 


Hirst (Am. J, Obstet. & Gynec., 64: 179, 1952) con- 
siders that, as ‘the routine use of vaginal douches for 
hygienic purposes is so universal the medical profession...... 
is forced to recognize that a douche properly prepared and 
administered is harmless’. He therefore summarizes the 
‘accepted techniques and practices in the use of vaginal 
douches.’ They should not be taken under pressure because 
of the risk of retrograde infection, of which he reports five 
cases due to this cause. A douche should always be acid— 
not alkaline. The solution should have a pH below 5-0 : 
e.g., } to 1/3 of a cup of white vinegar or 2 teaspoonful 
of U.S.P. lactic acid to 2 quarts of water. Acid vaginal 
jellies are more effective than douches for lowering any 
maintaining vaginal acid pH at the proper levels. ‘A, doyche 
should always be taken lying down with the knees drawn up 
and hips raised either on a bedpan or on a heavy folded 
towel in the bath tub. The hips should be raised high 
enough so that the falling away of the intestinal viscera will 
provide negative pressure to aid in the distension of the 
vagina by the weight of the douche solution’. When a long 
hot douche is used, the temperature of the water is more 
important than the amount. Douches are not effective as a 
contraceptive measure. There is no harm in douching during 
menstruation. Douche equipment should be cleansed with 
soap and water after use, and ‘frequently sterilized by 
boiling.’ 


A New VASODILATOR IN OPHTHALMOLOGY 


J. Ophthal., 35: 187, 1952) reports the use 
of priscoline as a vasodilator in 5 cases, including 3 cases 
of angiospastic process in the retina, one case of optic 
neuritis and one case of neuroparalytic keratitis. In all these 
cases, priscoline was given by mouth in tablets of 25 mg. 
each, three to four times a day. Nausea was severe in only 
one case and this was controlled by the use of sodium bicar- 
bonate; other side effects of priscoline—hot flashes, chilliness, 
formication—were of only slight degree. In the 3 cases of 
retinal angiospasm, the treatment resulted in practically 
complete clearing up of the lesions in 2 cases, and marked 
improvement in the third case, although the focus in the 
In the case of optic neuritis, the 
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retina was still visible. 


nervehead became completely normal in appearance, with no 
enlargement of the blindspot several months after treatment 
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‘was continued a follow-up showed the same normal condition 
In the case of neuroparalytic keratitis, the condition ap- 
‘peared to be “‘an isolated process,’’ no other local and no 
systemic pathological condition being found. Vision in the 
fight eye was almost completely lost (perception of light and 
dark only) and vision in the left eye was 20/40; under 
prtiscoline treatment vision in the left eye improved to 20/25 
and there was some improvement in the right eye, with 
‘some clearing of the opacities. Pain had been entirely reliev- 
‘ed, and the eyes were quiescent. In this case, the eye lesion 
was undoubtedly ‘‘a progressive process,"’ in which progress 
was halted and the process even partly reverted by treat 
‘ment with a vasodilator. In the other cases reported, there 
‘seems to have been ‘‘a common angiospastic component’’ in 
‘dither the arterioles or larger blood vessels, so that vaso 
dilator therapy was effective. Vasodilator therapy is not 
‘effective in every case, as it failed in 2 cases of occlusion of 
the central retinal artery and in other cases of senile degene- 
rative processes. 


CHILDREN Exposep in Utero to Atom Bomp on HirosHimMa 


Prummer (Pediatrics, 10: 687, 1952, Ref. J.A.M.A., 
151: 1235, 1953) reports on the study made of 205 children 
4% years old, born to mothers who in their first 20 weeks of 
‘pregnancy had been exposed to the atomic bomb blast on 
Hiroshima on August 6, 1945. It was found that persons 
within 1,400 m. from the hypocenter have the greatest 
‘probability of sustaining severe radiation injuries, especially 
epilation and purpura, and the only shielding that apparently 
protects the foetus from direct irradiation is cement. Only 
11 (§ per cent) of these mothers were within 1,200 m. from 
the hypocenter of the explosion and the head circumference 
measurements in the 11 children of these women gave the 
most revealing data. The mean head circumference for 4 to 
5-year-old Japanese children, according to 1951 reports, is 
§0:241-64 cm. for boys and 49-3+1-69 cm. for girls. Only 
2 of the 11 children fell within 1 standard deviation and 
1 within minus 3 standard deviations of these means. In 
the others the size of the head was below the mean circum- 
ference of Japanese children 1 year of age. All the mothers 
of the children with head circumferences less than 45 cm. 
had been exposed to the explosion from within 1,200 m. of 
the hypocenter. Microcephaly was associated with mental 
retardation in seven of these children. There was no micro- 
cephaly among the 194 children whose mothers had been 
exposed at distances greater than 1,200 m. Mongolism was 
found in two children, One, whose mother was exposed at 
a distance beyond dren. One, whose mother was exposed at 
a distance beyond 2,500 m. had a normal size head; the 
other, whose mother had been exposed within a distance of 
1,200 m., had microcephaly. Thus, since the incidence of 
other anomalies in these children was similar to that found 
in other populations in Japan, microcephaly was the com- 
monest anomaly with a demonstrable correlation to the dis- 
tance of the mother from the hypocenter. The role of 
individual resistance to radiation could not be determined. 
The relationship of the period of gestation to susceptibility 
of the developing human central nervous system was not 
clearly defined, although there was no defect in the child 
of one mother from a heavily irradiated group who was at 
the time of the explosion in her sixth week of pregnancy. 
Although no conclusion can be drawn from this. one case, 
it suggests that the human nervous system may be resistant 
to radioactive material in its early stages of development. 


CURRENT TOPIC 


SHOULD ARTIFICIAL PNEUMOTHORAX STILL BE 
WIDELY USED? 


FERNAND IVALDY, 


Tuberculosis Adviser, World Health Organisation 


Artificial pneumothorax which was our most powerful 
T.B. twenty years ago has now been sur- 
therapeutic methods. The question that I 
like to consider is: has artificial pneumothorax still 
a place or, if you like, still an important place in the treat- 
ment of pulmonary tuberculosis, particularly in the countries 
with high mortality like India where there is a shortage of 
qualified surgeons and surgical equipment. 


weapon against 
passed by new 


would 


is one 
it is 


In artificial pneumothorax treatment, 
of the major complications. If in occidental 
not a rare omplication, | think it probably occurs with a 
higher frequency in India. I have not had an opportunity 
¢o see with what precaution of asepsis the private practitioner 
but in an institution where there is 
I have seen all the refills, perhaps 
Between 


empyema 
countries 


here does the refills, 
post-graduate training, 


100 in a morning, performed with the same needle. 
two refills the needle is passed over a little spirit lamp and 
the procedure of disinfection seems more ritual than anything 


else. I have not had an opportunity to count the number of 
empyema who come for aspiration in that institution, but 
when | heard the doctor in charge, who is a man with a 
considerable knowledge of tuberculosis, crystallizing his view 
in the following statement: ‘‘Have a BCG syringe in one 
hand and an AP needle in the other and stick them where 
you can’’, | was rather afraid of the consequence of the AP 
needle 


In our centre in Patna we proceed a little differently, 
but we have been functioning only since September 3, 1952 
We have done a rather small amount of refills and we have 
not yet created any A.P. I must say that I am not very 
sorry for that, but the real reason is that our inside patient 
clinic is not yet ready, and we have not yet any bed avail- 
able. Anyway in 2 months of operation from September 43 
till November 3, 1952, 6,055 people have attended the centre; 
among them 1.510 have been referred to the clinical section 
through the epidemiological section and 902 have been 
diagnosed T.B. cases. I thought it would be interesting to 
select the cases who had or still have A.P. treatment 
and see the results. 

During these two months we had 68 patients who had 
A.P. at the time or in the past. 10 were discarded from 
the statistic because no information could be obtained. Out 
of the 58 remaining cases that we shall consider, 19 were 
still positive, 17 of them on direct smear. 31 were negative, 
most of them had only one sputum examination. For 8 cases 
we did not have any sputum examination. So we have: 


have 


Positive 
Negative 
Without results 


Total 


The number of the cases of the statistic for which a good 
result can be assumed seems to be very low. Supposing that 


— 
ay 
. 
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31 


all the cases which are negative on direct smear will remain 
negative after several sputum examinations by laryngeal swab 
and culture; supposing also that all the cases for which we 
have not been able to do even a single direct smear will prove 
themselves negative, let us see in how many of these cases 
complications have already occurred or can be anticipated 


31 negative cases on one sputum examination plus 8 cases 
for which there has not been any sputum examination, that 
makes Out of these 39 cases, 31 are already com 
plicated or cannot be considered as good results: So let us 
Among them we have: 


39 cases 


consider now the 8 cases left 

—One case who likely has had relapse after A.P. (Case 41). 

——One case, surely not TB but lung abscess (Case 993). 

—3 cases for which the diagnosis of TB is not proved 
(Cases 43, 243, 486) 

One case greatly improved but since the result was 
obtained only 3 months after the A.P. was initiated it is 
likely due to the 30 g. of streptomycin the patient already 
had (Case 340) 

—2 cases which were also surely TB cases and greatly 
improved (Cases 638 and 1068), one of them had also strepto- 
mycin (42 g.) and P.A.S 

So among our 8 cases, there are 3 which are doubtful. 
Even if we assume that they were TB cases, that they will 
remain negative, that they will re-expand normally and 
remain well in the future, the question will be still there 
about the role of A.P. in cure since they had also 
streptomycin, respectively 66 g., 85 g. and 59 g. 


our 


So there is only one good result which perhaps we will 
be able to put to the credit of A.P. alone (Case 1068), if 
when we will have the opportunity to see the patient again 
it is confirmed that he did not have any antibiotic. The age 
we will have to see if the 

when the A.P. is dis- 


of that A.P. is less than 2 years: 
good result remains in the future 
continued. 

19 actually positive 


It may be said that among the 
Considering the 


cases, some, in the long run, will get cured. 
number of cavities still present, the number of effusions and 
adhesions, I really do not think that there will be ultimately, 
if at all, many good results. But anyway to compensate a 
possible error, let us suppose that excluding the lung abscess 
case, the 7 actually negative cases listed above are all TB 
cases, and will all get cured. Let us suppose also that all 
the improvements observed are due only to A.P. and not to 
the antibiotic treatment that, except perhaps one, they all 
had. That would give only a total of 7 good results out 
of 58 cases (12 per cent) and it is evidently a far too much 
optimistic evaluation 


It is significant also that among the 58 patients of our 
statistic 18 still have adhesions but only one had had a closed 
pneumolysis (successful). Among the 9 cases fully reexpand- 
ed we do not know how many had adhesions, we only know 
that for one of them pneumolysis was tried 


If you consider that in the town of Patna where there 
are about 300,000 people and a medical college, Jacoeubus 
operation is not yet available you will agree with me that 
if AP is not a quite harmless treatment in America or in 


Europe it is a dangerous one in India. When in our centre 


the operative-room is ready, which we hope, will be before 
our 


long, we will perform cauterisation of adhesions, but 
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centre is only one of the three WHO centres in India and 
in one of them cauterisation is not available. If we consider 
also that the number of sanatoria where this operation is 
available is very small, you will agree that it is difficult 
for a patient who has an uncomplete AP to have his adhesions 
especially if we think of the tremendous amount of 
So it seems that if it is true in occidental coun- 
that with bed rest and judicious 
use of antibiotics, you can obtain better results than with 
A.P. (Overholt), it will be still more so in an oriental 
country like India which is far from being equipped: and 
it seems to me that we are supposed to do some useful work 
here, we should first stress strongly the danger of Artificial 
Pneumothorax. That danger has been realised in India by 
J. Frimodt-Modller. In his sanatorium at Arogyavaram, during 
the last 12 years prior to the advent of streptomycin and 
P.A.S., artificial pneumothorax treatment was tried in about 
75 per cent of all patients admitted. But in the second half 
year of 1951 the curve dropped to 7 per cent.* 


out, 
TB cases 
tries, as I do believe it is, 


Of course there is a question which rose by itself: 
When the antibiotic and the new chemical drugs would have 
failed to clear the lung completely what should be done? 
Certainly with the great number of advanced cases we see, 
plenty will fail to clear. So what shall we do? The sumber 
of institutions where resection can be performed safely now 
is very small in India and I will not advise probably any 
patient to undergo for resection except at Vellore for the 
present. Also it will certainly take a very long time before 
there is in India a relatively large number of patients fit 
for resection. Even in kurope, it is admittted that in order 
to expect a good result with resection a patient should have 
sanatorium treatment before resection and after. If that is 
necessary in Europe it is still more necessary with Indian 
patients. But in India there are only 18,000 beds for TB 
patients when 4,00,000 would be necessary. So it seems that, 
after the drugs have failed to cure completely the patients, 
we should consider collapse-therapy. 

I have tried to stress the danger of AP especially in 
countries with mortality. So it seems, that, if I am right, 
after the temporary complementary help which can be ex- 
pected in some cases from pneumoperitoneum, it is thoraco- 
plasty which should be considered in most of the cases: 


(1) the technique is easy. 
(2) the thoracic cavity not being open there is not much 
risk of 


(4) the risk of complication is certainly much less than 
A.P. or extra pleural 


contamination. 


with reversible collapse-therapy : 


pneumothorax 

(4) after thoracoplasty the patient does not need to 
attend the physician regularly as when the AP has to be 
continued and that is a point of importance in a country 
where there is a shortage of doctors, where most of the 
people live in villages and where most of the patients cannot 


afford to pay medical fees without depriving themselves of 
an already restricted diet 


*Frimodt-Moller, J.--How the Antibiotics has 
affected collapse therapy in Pulmonary Tuberculosis. Paper 
read at the gth Tuberculosis Workers’ Conference—-Lucknow, 


use of 


February 1952. 


NOTES AND NEWS 
CONFERENCE OF E.N.T. SURGEONS OF INDIA 


The sixth Annual Conference of the Association of 
Otolaryngologists of India will be held under the President- 
ship of Prof. D. Ram at Hyderabad-Deccan on 22nd Decem- 
ber 1953. A Scientific Session is being arranged in this 
connection. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY 


The XVII International Congress of Ophthalmology will 
be held on 1oth and 11th September 1954 in Montreal, 
Canada and from 13th to 17th September 1954 at the Waldorf 
Astoria Hotel, New York City. The subjects for discussion 
will be Primary Glaucoma, Aetiology of Uveitis besides a 
number of voluntary papers by authors on different subjects. 


Members wishing to read papers may send the same to 
the Secretary-General Dr. William L. Benedict, Rochester, 
Minnesota, U.S.A. not later than 1st March 1954. 


AWARD FOR RESEARCH IN THE FIELD OF 
INFERTILITY 


The American Society for the Study of Sterility announces 
the opening of the 1954 contest for the most outstanding 
contribution to the subject of infertility and sterility. The 
winner will receive a cash award of one thousand dollars, 
and the essay will appear on the programme of the 1954 
meeting of the Society. I:ssays submitted in this competition 
must be received not later than March 1, 1954. For full 
particulars requirements of this competition, 
address The American Society for the Study of Sterility, 
c/o Dr. Herbert H. Thomas, Secretary, South 19th 
Street, Birmingham, Alabama. 


concerning 
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The author should append on a separate sheet of paper 
a short biographical sketch of himself and include a photo- 
graph to be used in the necessary publicity should he be the 
winner of the award. 


NAPT COMMONWEALTH SCHOLARSHIP 


The National Association for the Prevention of Tuber- 
culosis announces a new scholarship for doctors in the 
British Commonwealth, made possible through the generosity 
of a private donor, and to be known as the NAPT Common- 
wealth Hunter Scholarship. 


The award will be 4350, to enable a young graduate 
from a medical school in the British Commonwealth, out- 
side the United Kingdom, to study tuberculosis in Great 
Britain. The intention of the award is to provide training 
and experience to a doctor who will subsequently play his 
part in the control of tuberculosis in his own country. 


Enquiries concerning the above scholarship, should be 


sent to: NAPT, Tavistock House North, Tavistock Square, 
London, W.C. 1. The closing date for considering applica- 
tions will be 31st March, 1954. 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is 
prepared to receive applications for Research Scholarships, 
as follows: 


An Enest Hart Memorial Scholarship, of the value of £250. 
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A Walter Dixon Scholarship, of the value of £250. 


These scholarships are given to candidates recommended 
by the Science Committee of the Association as qualified to 
undertake Research in any subject (including State Medicine) 
relating to the causation, prevention or treatment of disease. 


Each scholarship is tenable for one year, commencing 
on October ist, 1954. A current scholar may apply to be 
re-appointed for a further year. No scholarship can be held 
for more than three years. A scholar is not necessarily re- 
quired to devote the whole of his or her time to the work 
of research, but may be a member of H.M. Forces or may 
hold a junior appointment at a University, Medical School 
or Hospital, previded the duties of such appointment will 
not, in the opinion of the Science Committee, interfere with 
his or her work as a scholar. 


Applicants are required to furnish the names of three 
referees who are competent to speak as to their capacity for 
the research contemplated. 


Applications for scholarships must be made not later 
than March 1st, 1954, on the prescribed form, a copy of 
which will be supplied on application by the Secretary, 
British Medical Association, British Medical Association 
House, Tavistock Square, London, W.C. 1. 


POST-GRADUATE MEDICAL EDUCATION 


Presiding over the fortieth session of the Medical Council 
of India at New Delhi, Dr. C. S. Patel pleaded for a uniform 
and ‘‘sufficiently high'’ standard of post-graduate medical 
education at Indian universities. He said: ‘‘Instruction and 
research on high level will help to prevent the exodus of 
our students to foreign countries for post-graduate qualifica- 
tions and thus reduce the drain on our national financial 
resources’ ’. 


He also felt that a policy of exchange of teachers of 
repute between India and other countries would lead to 
progress in medical education and research. 


Dr. Patel said that except in certain universities no 
proper arrangements had yet been made for post-graduate 
training and students had been left to study on their own. 
This had resullted in the evolution of post-graduates of 
varying standards. 


The Medical Council, Dr. Patel said had laid down the 
courses of study, the qualifications of post-graduate teachers 
and the facilities to be provided in institutions undertaking 
post-graduate training. It had also started inspection of 
facilities for such studies at universities which awarded post- 
graduate medical qualifications. 


The Council had already 
medical education committee. 


Dr. Patel said there was first class medical talent in 
India but ‘‘inducements for its employment for the country’s 
benefit are poor’’. 


The Medical Council, he said, would concentrate its 
efforts on bettering the prospects of teachers. ‘‘All our 
endeavours must be directed to obtain the best qualified 
personnel to man our college staff if our medical education 
is to be worthy of its name in comparison with that provided 
in other advanced countries. If this is not done, it is 
inevitable that we shall fall away woefully from the standards 
even now attained’. 


constituted 
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INDIAN MEDICAL COUNCIL ACT AMENDMENTS 
FINALISED 


The Medical Council of India which concluded its two- 
day session at New Delhi on October 25, finalised amend- 
ments to the Indian Medical Council Act of 1933. 


Among the salient features of the amendments are: 


1. Provision of an All-India Medical Register for all 
medical men qualified in modern scientific medicine. 


2. Provision of different forms of registration to suit the 
purpose of permanent practice, temporary practice for 
medical relief and teaching, provisional practice for research 
work and higher study and in addition, authority to the 
State Councils to grant permission for post-examination 
clinical practice by medical students. 

3- Establishment of full reciprocity and partiat recipro- 
city in regard to recognition of medical qualifications with 
other countries and States. 


4- Uniformity in the courses of medical study (under- 
graduate and post-graduate) and standardisation of examina- 
tions throughout the whole of the Indian Union. 


5. Uniform code of medical ethics for all the States of the 
Indian Union which is to be given effect to by various States. 

6. Inclusion of licentiate medical practitioners in the 
register. 

The Council accepted the recommendations of the Exe- 
cutive Committee that foreigners holding non-scheduled quali- 
fiations who have already been registered may be exempted 
from the operation of the resolutions restricting the period 
of their registration to the prescribed period and in enjoining 
the passing of a test in Hindi or the language of the region 
where they practise and also in their knowledge of tropical 
diseases. 

The Council agreed to the inclusion in schedule one of 
the Indian Medical Council Act the M.B.B.S. of Bihar, Poona 
and Rajputana Universities and the M.M.F. of the State 
Medical Faculty of West Bengal. 


Dr. B. C. Roy, Col. A. N. Chopra and Dr. T. N. 
Banerjee were elected as members of the Executive, Com- 
mittee of the Council. 

Dr. S. N. Mathur was re-elected representative of the 
Council on the Dental Council of India and Dr. V. G. Nair 
was elected representative on the Pharmacy Council of India. 


INDIAN PHARMACEUTICAL CODEX PUBLISHED 


The first volume of the Indian Pharmaceutical Codex, 
the first work of its kind in India giving analytical informa- 
tion on indigenous drugs useful to doctors, drug manufac- 
turers, research workers and laymen, has been published by 
the Council of Scientific and Industrial Research. 


The book has been compiled by Dr. B. Mukherji, Director 
of the Central Drug Research Institute at Lucknow and 
formér Director of the Central Drugs Laboratory in Calcutta, 
to whom the work was entrusted in 1947 by the Government 
of India’s pharmaceutical and Drug Research Committee, 
headed by Col. R. N. Chopra. 


Completed on the lines of the British Pharmaceutical 
Codex and the U. S. Dispensatory, the volume consists of two 
parts. The first part contains monographs on 190 indigenous 
drugs, mostly vegetable, but also of animal and other origin, 
of use to all systems of medicine in this country. The 
second part deals with the method of preparation of these 
drugs. 
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The list of items dealt with in the Indian Pharmaceutical 
Codex is claimed to have been drawn up after careful judg- 
ment of the available evidence regarding their clinical useful- 
ness. 


The second volume of the book is expected to deal with 
drugs which are used in this country but are available from 
foreign countries, 


It will follow the lines of the Indian Pharmacopoeia 
which is being compiled by the Pharmacopoeia Committee of 
the Government of India’s Health Ministry. 


The Central Health Ministry's representative, Dr. C 
Pandit, is also a member of the Codex Committee 


. G. 


WHO REGIONAL COMMITTEE SESSION ENDS 


The Sixth Session of the World Health Organization's 
Regional Committee for South-East Asia ended on i1gth 
September, 1953, after four days of intensive discussions in 
which plans for more than 100 health projects of direct 
assistance to the ten member countries and non-self-govern- 
ing territories of the region during 1955 were approved. 


Delegates noted, however that owing to the recent 
severe curtailment of funds available to WHO for inter- 
national health work under the UN Technical Assistance 
programme, it would probably be difficult qr, in certain cases, 
impossible, to fulfil the requests of member governments for 
aid from the World Health Organization. It was pointed out 
that the total amount of technical assistance funds which 
might be forthcoming for this purpose in 1955 could not 
even be estimated at the present time. The regular budget 
of WHO is, of course, not subject to such vicissitudes and 
the Regional Committee was assured that the organization 
would implement the maximum number of projects with 
whatever funds it might have at its disposal. 


The 1955 plans as adopted by the Regional Committee, 
will now be forwarded to the "headquarters of the World 
Health Organization in Geneva (Switzerland) for inclusion in 
a world-wide co-ordinated programme to be reviewed by all 
the States Members in May 1954 at the Seventh World 
Health Assembly. If finally approved at that time, the 
various projects of assistance to the countries of this region 
may involve an over-all expenditure of roughly 3,600,000 
dollars (US) and international staff totalling about 150 
specialists in various fields 


The session of the Regional Committee was attended by 
the newly-appointed Director-General of the World Health 
Organization, as well as by the WHO Regional Director for 
South-East Asia. At the opening meeting on September 16th, 
the Director-General delivered an address in which he stressed 
the co-operative nature of WHO's work and pointed out that, 
apart from the great value of mutual aid in the purely medical 
and public health field, agencies such as this were making 
an important contribution development 
and world peace. 


to world economic 


The Committee also devoted considerable attention to the 
difficulties being encountered, in varying degrees, by all the 
countries in South-East Asia in recruiting new medical 
graduates for the presentive services as distinct from curative 
medicine. Numerous experiments had been tried, it was 
stated, in order to improve the conditions of service for gov- 
ernment health workers but to date no satisfactory solution 
had been found in any country. The general feeling of the 


delegates was that the entire picture of undergraduate medical 
education should be re-oriented towards much greater em- 
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phasis on the value of preventing disease rather than waiting 
until cure was necessary. 

Regarding malaria control, which involves problems com- 
mon to nearly all countries in this part of the world, the 
Kegional Committee adopted a resolution expressing apprecia- 
tion for the assistance being rendered by UNICEF and bi- 
tateral agencies such as the U, S. Foreign Operations Admin- 
istration. The resolution calls upon the member countries of 
the South-East Asia region to make every effort to carry out 
large-scale campaigns of malaria control with a view to the 
eventual establishment of a co-ordinated region-wide anti- 
malaria programme. Malaria, the resolution emphasizes, 
must be controlled if success is to be expected from other 
programmes designed to promote economic and social deve- 
lopment. 


WHO AREA REPRESENTATIVE IN INDIA 

Dr. Oliver Leroux, of Canada, has been appointed as 
the World Health Organization's Area Representative in 
India. 

The need for WHO Area Representatives in various 
centres in S.-k. Asia, especially for countries where national 
public-health programmes are being developed rapidly with 
assistance from international and bilateral agencies, has 
become increasingly apparent over the past two years. With 
the appointment of Dr. Leroux, the number of S.-E. Asian 
countries having such representatives is increased to _ six, 
viz., Afghanistan, Burma, Ceylon, India, Indonesia and 
Thailand, 

Dr. Leroux, as Area Representative in India, is now 
expected to act as the main link between the WHO Regional 
Office, on the one hand, and the national health services 
together with their counterparts in the various States, on 
the other hand. He will also be responsible for close co- 
operation with the Foreign Operations Administration (U.S.) 
and the Colombo Plan in their health work. 


HORMONE REMEDIES FOR RHEUMATIC DISEASES 


World experts on rheumatic diseases who met in Geneva 
in September last under WHO auspices deprecated the indis- 
criminate use of the new hormone remedies (Cortisone and 
ACTH). While agreeing that they can be of great value, 
the experts warned that the hormone treatments are still 
in the experimental stage and should be reserved for selected 
cases under the control of specialists attached to hospital 
departments and clinics 

The experts, however, insisted that there existed a 
number of well-tried treatment methods for rheumatic diseases 
which yielded good results. The belief of many sufferers 
that these diseases were incurable, untreatable and usually 
completely <lisabling is often unfounded. 

Since there are at present no proven preventive 
measures which can be applied to this group of diseases, 
the experts stressed the importance of improving facilities 
for early recognition and treatment. In their opinion, medical 
education concerning this group of diseases had often been 
much neglected, and they therefore recommended that 
general practitioners should be instructed in the modern 
methods of early diagnosis and treatment now available, and 
that larger special centres for rheumatic diseases should be 
developed in the teaching hospitals. In the medically less- 
developed countries particularly, they advised that a begin- 
ning should be made by encouraging young medical men to 
specialize in the study of the rheumatic diseases. 


CORRESPONDENCE 


The Editor is not responsible for any views expressed 
by the contributors 


REFRESHER COURSES FOR DOCTORS 


Sir,—In the year 1946 late Dr. P. Gurumurthi, the then 
President of the Andhra Provincial Branch of I.M.A. proposed 
to the Surgeon-General of the Madras Province to arrange 
short refresher courses in hospitals attached to teaching insti- 
tutions for old doctors (both for those in service and for 
those engaged in private practice). Evidently it required a 
lot of pressure and agitation from him and the organization 
before the Government arranged the first refresher course at 
K. G. Hospital, Vizagapatam in 1946. He personally attend- 
ed the classes and saw that the scheme was a success. Later 
on such courses were arranged repeatedly. This year in 
August. the Government arranged the same on its own initia- 
tive, for seleted doctors in service and it was also open for 
registered medical practitioners. I had the pleasure’ of 
attending this course also which was the third one I attended 
since 1946. Every time I found these courses very instructive 
and highly useful to moffesil practitioners. The profes- 
sors and their assistants were most courteous and did 
their best to enlighten us on the various subjects dealt 
by them which they did in a thorough manner. Cases 
were demonstrated, and the particular operations we wished 
to sce were posted and operated upon allowing us to closely 
see and follow. Dr. Leelavathi, the professor in E.N.T. took 
the trouble of distributing to us cyclostyled copies of her 
lecture notes, not to mention about the coffee and biscuits 
we were treated with after the first hour of her two hour 
class. Dr. Subba Rao, Dy. Director of Public Health, distri- 
buted to us some useful pamphlets published by Provincial 
and Central Governments on food and nutrition and tech- 
nique of rapid health survey, etc. He made a_ fervent 
appeal to protect the contacts in every house wherever we 
happen to treat infectious cases. The Director of Medical 
Services Dr. M. V. Ramanamurthi, F.R.c.s, lectured on 
‘‘Public Relations.'’ He emphasised how the tone and tem- 
per “of the doctor-patient-and-the-public relationship, 
could be improved upon with a little tact and sympathy 
on the part of the medical officer and some patience and 
broader outlook on the part of the public. He having investi- 
gated firsthand into innumerable complaints found that 
almost all of those unhappy incidents could have been 
avoided with some imagination on the part of both the 
medical officer and the public. He ended with a solemn 
warning couched in words as courteous as possible (that the 
medical officers should not only be not corrupt but maintain 
very cordial relations with the public and their patients) in 
these days when the press readily gives prominent publicity 
to some alleged misconduct or complaint of medical officer 
and the assembly is freely used for questioning the ministers 


based on such reports. 


The Professor of Biochemistry arranged a symposium on 
*‘Stomach"’, the Professor of Anatomy, Physiology, Bio- 
chemistry, Pharmacology and the Radiologist took part and 
F.T.M. was done on medical students who volunteered. On 
our request we were allowed to listen to that most instructive 
symposium and for which we thank the Professor of Bio- 


chemistry. On behalf of the refresher course doctors, I 


heartily thank the various Professors and the D.M.S, for all 
the trouble they have taken and my sincere apologies to the 
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various professors for the way some of us annoyed them with 


frequent interruption 


I end this with an exhortation to all old practitioners 
to join the refresher course in large numbers, avail the 
benefit in their own and their patients’. Those who wish 
to improve themselves in special branches, may pay the 
Government Rs. 150/- and work for 3 months in any one 
of the Departments. I am, ete., 

M. V. Rama Rao, M.B.B.S 
Sitapati Clinic & X-ray Institute, 
Tekkali, Srikakulam Dtt ‘ 
TOXIC REACTIONS OF PALUDRINE* 
Paludrine is the trade name of the anti-malarial drug 


“*Prognanil hydrochloride’’ manufactured by M/s. I, C. I 
England, whic 


ot 
has been the most widely advertised anti-mala 
rial in the lay press as well as in the wall posters and display 
signboards. This has resulted in its very indiscriminate use 
by the general public without any reference to their physician. 
This is very dangerous as very many cases of toxic effects 
of Paludrine are coming into light every day. I have come 
across many cases of toxic reactions following the use of this 


drug. Below is a short account of a few cases noted by me 


recently 
Case 1--M. D., H. F., 30 years, was seen by me at her 
residence with a possible diagnosis of cholera. On taking 


her history | found that for the last two days she had high 
fever. On the 3rd day 5 hrs. before I went to see her she was 
given Paludrine 3 g. tablet one only by a doctor and after 
about 2 hours she developed severe pain in her abdomen 
which was followed by vomiting. Later she developed 
diarrhoea well. On examination the patient was found 
to be in great distress with severe pain in the abdomen and 


soon 
as 


rectus muscle guard. She had cold, clammy perspiration 
with rapid and feeble pulse, 142 per minute. BP was 82/55 
mm. Hg. kyes were sunken and there was vomiting, 


diarrhoea and increased thirst. I had to give her glucose and 


saline transfusion, pethidine and coramine before she came 
round 
Case 2—H. ¢ H.M., 20 years, a student came to me 


in the evening weeping with pain and vomiting. On taking 
the history it was found that the patient was having conti 
nuous fever ranging between 100° and 1o1°F. with slight feel 
ing of chill for the last three days and somebody prescribed 
aludrine for him. He took one tablet of the same in the 
afternoon and about two hours” after he started getting 
severe griping in the abdomen, with nausea and frequent 
vomiting and could not retain even sips of water. On exam 
ination, the patient found very restless and in great 
distress and would not allow a proper examination; he had 
tenderness in the supraumbilical region and vomited twice in 
my presence. There was great thirst and the tongue was 
dry and coated. His pulse was weak and rapid, 125 per 
minute with temperature of 99°F. There were no other signs 
I had to give him an injection of pethidine to start with and 
then glucose and saline and sips of soda bicarb and glucose 
He was given tincture belladonna with bismuth mixture 
Next morning he was better but had still slight pain with 
occasional vomiting. The same _ treatment with an anti- 
phlogistic plaster over the abdomen relieved him. 


was 


Case 3—A child aged 3 years, had fever a day before. 
Next morning he was given Paludrine 4 tab. After about 
three hours, the child started vomiting and crying. The 
vomiting was incessant when the child was brought to me 
and he was very fretful and restless. He was treated with 
soda bicarb stomach wash and an injection of atropine 
sulphate. He was then given glucose and atropine which 
gradually relieved him. 
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Case 4—S. M., M. M., aged 28 years, had fever for two 
days. Consulted a doctor who had prescribed for him 
one tablet of 3 g. Paludrine to be taken twice daily. After 
3rd tablet he developed severe pain in the right loin simulating 
an attack of renal colic, but the pain did not radiate 
towards groin or testicle and there was no difficulty in mic- 
turition. He had no history of any renal colic — before 
Paludrine was discontinued and he was given an injection of 
Pethidine which relieved him. Subsequent follow-up exam 
inations did not show any sign of in the urinary 
system 


aisease 


Case 5—R. B., H.M., 16 years, came with a diagnosis 
of cholera with pain in abdomen, vomiting and diarrhoea 
On carefully going into the history it was revealed that he 
had fever for iast four days with slight feeling of chill, then 
somebody suggested him the name of Paludrine tablets. In 
order to get well quickly he swallowed one tablet every 
2 hours. After swallowing the jrd tablet he started getting 
pain in his abdomen foliowed by vomiting and diarrhoea 
He took some “‘Amritdhara’’ which gave him no relief 
He became very much dehydrated and collapsed. He was 
given Pethidine and atropine with glucose saline transfusion 
and sips of soda bicarb and glucose solution with bismuth 
mixture and was soon relieved, 


Case 6—J. A., M.M., 55 years, had fever with slight 
chill one day. Next day fever again went up and he was 
given a tablet of Paludrine after 4 hour of which he vomited 
but there was no pain in the abdomen or diarrhoea. His 
persistent vomiting was later controlled by fractional doses 
of calomel and glucose and soda bicarb sips 


Case 
alternate 
and was 
& hourly 


; . D., H. F., 45 years, had fever with rigor on 
days. After two attacks she consulted a  doctoi 
given Paludrine tablets. After taking two tablets at 
interval she got severe colicky pain in the abdomen 
in the region of umbilicus radiating to both the flanks 
Ihe pain was intolerable and | had give an injection of 
morphine and atropine to releve her. Subsequent treatment 
with other anti-malarial drugs cured her of malaria 


to 


Case S—S.M., H.M., 26 years, had slight cold with 
mild influenza-like symptoms for which he took Paludrine 
without consulting anybody About five hours after swallow 


ing the tablet he had severe pain in abdomen with vomiting 


and diarrhoea. He was brought to me in the night and I 
gave him an injection of Pethidine and atropine with 
glucose in normal saline 1.V. and sulphaguanadine by mouth 


The patient did not return and I could not follow him up 


Case g—A.C., H.M., 18 years, had fever ranging 
between 97° and 1o1°F. with pain in the body and chilly 
feeling for three days, when he was prescribed Paludrine 
tablet twice daily. On the 4rd day of taking Paludrine, the 


patient started getting loose watery stools 15-20 times a day 
without any blood or mucus. There was not much griping 
and only tenderness was present in the abdomen. Paludrine 
was discontinued and he was given plain bismuth and Chloro 
dyne mixture and his diarrhoea stopped 


Discussion—From the perusa! of the above 
quite evident that Paludrine has very definite toxic 
when given in therapeutic 
included cases of chronic 


cases it is 
eflects even 
doses. In this series I have not 
Paludrine poisoning upon prolonged 
use or any case of overdose. Only those cases in which it is 
employed in minimum therapeutic taken 
The effects definite pattern and 
are most marked in the gastrointestinal system and take the 


form of: 


doses are for con 


sideration toxi« have a 


(a) pain in abdomen (present in 7 out of 9 cases); 

(b) vomiting (present in 6 out of 9 Cases) and 

(c) diarrhoea (present in 4 out of 9 cases) 

Severe in 
marked dehydration and signs of circulatory collapse in at 


vomiting and diarrhoea several cases led to 


— 
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least three out of nine cases. Had not timely medical aid 
been given, these cases might have proved fatal. Thus the 
pattern of toxic reactions manifested in the above cases defi- 
nitely proves that Paludrine is a very strong gastro-intestinal 
irritant leading to pain in the abdomen, griping in nature, 
vomiting and diarrhoea. Im no case it can be said that an 
overdose of Paludrine was given and in the majority i.e. 5 cases 
the 1st dose caused reactions of a very violent 
Nor any case out of these can be said to be due 


out of 9, 
character 
to prolonged use of the drug. 


The danger is particularly grave in the case of this drug, 
due to the very wide publicity given to it by the manu- 
facturers to make it a common man's drug both through 
newspaper advertisement and wall posters. The slogans like 
‘Sunday is the Paludrine Day'’ or ‘‘Avoid malaria by 
Paludrine’’ or ‘‘Cure malaria by Paludrine’’ are proving still 
more dangerous as the public is tempted to use this drug 
without the advice of a qualified doctor. Another misfortune 
in our country, due to great prevalence of malaria is, that 
any fever in its first few days is regarded as malaria by the 
large majority of the public and the majority of those 
in charge of treatment are tempted to take or give 
the treatment for the first few days on anti-malarial lines, 
thinking that no harm is done by treating the patient so 
even if it were not malaria. But the same is not true with 
Paludrine. The indiscriminate use of Paludrine is fraught with 
grave dangers and hence should be discouraged. Another 
distressing thing is that this Paludrine propaganda is being 
taken to villages with great’ vigour, where the majority of 
the population is illiterate and is likely to take these Paludrine 
slogans at their face value and resort to indiscriminate use 
with resultant grave consequences to them. 


mention is about the 
Neither have I any 


Another point which I want to 
anti-malarial activity of Paludrine 
records, nor have I any data to put before you to support 
my opinion, but from my clinical experience I have a 
feeling that Paludrine is getting less and less effective in 
curing proved cases of malaria and its anti-malarial activity 
is not even equal to quinine. I enquired from several of my 
colleagues and they agree with me. Recently I was reading 
a comparative study of anti-tualarial drugs in an American 
magazine and it assesses Progaanil i.e., Paludrine as the 
least effective of all the drugs. Another thing which will 
bear out my opinion is that the manufacturers first intro- 
tablets and recommended one tablet T.D.S. 
i.e., 0-3 g. day. Now they recommend o-3 g. tablet B.D. i.e. 
o-6 g. a day that is exactly double the original dose. This 
seems that their confidence in its anti-malarial property was 
shaken and they were compelled to double the original dose 
per day and treble the single divided dose from o-1 g. to 
38 

Thus the original dose was too ineffective to check or 
cure malaria and the revised dose too toxic and dangerous 
for use. There is no alternative but to recommend its total 
stoppage. This move has become more imperative in 
view of the indiscriminate and exaggerated propaganda by 
the manufacturers resulting in gross misuse of the drug and 
consequent suffering of humanity. There can also be 
no plea of its being a cheap drug as quinine which is a 
tried and proved anti-malarial drug for centuries and is 
less toxic, is available freely at a lesser cost than Paludrine. 


duced g 


Summary—Nine cases of toxic reactions following small 


therapeutic doses of Paludrine are given. Some of them were 
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self administered and some taken on the advice of medical 


men or non-medical friends. 


The toxic reactions took the form of strong irritation 
of the gastro-intestinal system leading to colics, vomiting 
and diarrhoea and in some cases to dehydration and collapse. 


In view of this it is recommended that the use of this 
drug should be banned in our country. 


Addendum: In the discussion that followed presentation 
of the case reports before the 1.M.A., Kanpur Branch several 
members narrated their observation that not only it is a 
gastrointestinal irritant but it is also an urinary irritant and 
reaction like strangury, frequency of mitcurition, retention 
of urine, scanty urine and even haematuria were observed 
by several speakers I am, etc., 


R. K. Jalota, M.p. 
Kanpur 


OBITUARY 
DR. T. S. S. RAJAN 


Dr. T. S. S. Rajan, an ex-Minister of Madras and an 
eininent member of the Indian Medical Association breathed 
his last on October 27, 1953 after a prolonged illness. He 
was 75 at the time of his death. 


Dr. Rajan was born in 1880 in Negapatam, Tanjore 
District, had his early education in Negapatam and 
later in the St. Joseph’s College, Tiruchy. He passed out 
from the Medical School at Madras as a Burma Civil Stipen- 
diary student in 1904 with distinction. After a year of 
Government service in Rangoon, Dr. Rajan resigned his job 
and set up private practice there. In 1909, he went to 
England and took his L.R.C.P., M.R.C.S. with distinction.” 
He returned to India and again set up practice in Rangoon. 
In 1913 on the death of his wife he returned to India and 
started the first private hospital in South India with great 
success. 


He was the founder of the Tiruchirapalli District 
Medical Association as early as 1915. When the Tiruchy 
District Medical Association was fully formed in 1928 he was 
one of the founder members of the Association and later 
became a Life Member. 


From 1918 he started taking part in politics under the 
leadership of Rajaji and inspiration of Mahatmaji and had 
a very eventful political life. In 1924 he started the first 
Radiological Institute in South India. When Rajaji formed 
the first Congress Government in Madras in 1937, he was 
taken into the Cabinet as the Minister for Public Health. 
His outstanding achievement as Public Health Minister was 
the abolition of compartmentalism in the Madras Medical 
Register, abolition of the medical schools in the Province and 
raising the schools into medical colleges, and the enactment 
of the Public Health Act, the first such legislation in the 
country. In 1948 he joined the Cabinet with the portfolio 
of Food Minister as the food position in the State was in a 
precarious position. For two years he worked day and night 
and tided over the food crisis. Next he was given the 
portfolio of Public Health. In 1950 he retired owing to his 
ill health. On the 22nd October last he had a severe attack 
of uraemia to which he succumbed on the 27th October 1953. 
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XXX ALL-INDIA MEDICAL CONFERENCE 
HYDERABAD DECCAN 


IMPORTANT INFORMATION FOR DELEGATES 
AND VISITORS 


Hyderabad is one of the six largest cities of India. It 
was founded in 1589 by Mohammad Kuli Kutub Shah, the 
fifth King of Golkonda and was known originally as ‘‘Bhag- 
nagar’’ atter Bhagmati, a favourite mistress of the founder. 


IMPORTANT PLACEs IN THE CITY: 


(a) Salar Jung Museum: Excellent collections of late 
Nawab Salar Jung are a great attraction to an outsider. 


(b) Public Health Museum: Many Public Health autho- 
rities have claimed this Museum as the best in the East. 


(c) Ross Memorial Institute: The place where Sir Ronald 
Ross discovered that malarial parasite is transmitted through 
mosquitoes, 

(d) Char Minar: In the heart of the city stands the 
‘16th century building, the Char Minar, or the four Minarets, 
some time styled as the “‘Arc de Triumphe’’ of the East. Its 
four minarets 150 ft. high, spring from the abutments of the 
four open arches facing the cardinal points. It was created 
in the year 1551 by Mohd. Kuli Kutub Shah to comme- 
morate the cessation of plague. 


(e) Falaknuma Palace: Amongst the modern buildings 
in the Hyderabad City, the Falaknuma Palace is considered 
as a finest piece of architecture. It stands on an eminence 
to the south of the city, and commands an extensive view 
of the surrounding country. It was built by Nawab Sir 
Vikar-ul-umra at a cost of 35 lakhs of rupees. 


(f) Osmania University: Osmania University Arts Col- 
lege, the venue of our Conference, is also one of the finest 
buildings in Hyderabad City. Its architecture may be describ- 
ed as Indo-Saracenic representing a blending of Hindu and 
Muslim styles. 


University Arts COLLEGE 
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(g) Golkonda Fort: It is famous in history as the 
capital of Kutub Shahi Kings. 
= (h) Osman Sagar, Himayat Sagar and Hussain Sagar 

es. 


IMPORTANT PLACES IN THE STATE: 


(a) Ajanta: In a beautiful glade amidst superb 
are the caves of Ajanta consisting of 24 monasteries and five 
temples some of which are 2000 years old. A true symphony 
of the three arts-painting, sculpture and architecture are 
beautifully harmonised at Ajanta. The exuberance of scul 
ture and painting leaves an unforgettable impression on 


minds of visitors drawn not only from India but from all 
over the world. 


(b) Ellora: A crescent sha hill is skilfully cut to 
make the rock-hewn temples and monasteries of Ellora which 
are not only of Buddhist original but also portray the later 
development of ‘trdian sculpture of Brahm’n and Jain cultures. 


(c) Fort of Daulatabad: The Fort stands on a rock 
2,250 ft. above the sea level with Chand Minar by its side. 


(d) Bibi-ka-Maqbara: or Miniature Taj of Deccan was 
built by Aurangazeb in memory of his wife Rabia Durani. 

All the above places can be very conveniently visited 
from Aurangabad a Suba town of the State about 350 miles 
by train from Two for this 
complete trip. No one coming to Hyd State would 
ever miss the opportunity of seeing these places. The approxi- 
mate expenditure for the whole trip comes to about Ks. 40 
by 3rd class, Rs. 65 by second class and Rs. go by first 
class inclusive of conveyance at Aurangabad. Food charges 
will have to be paid separately. Reception Committee if 
informed early will make all the arrangements of this 
and also trips to other important places in the State: 
Fort of Warangal and 1000 pillared temple of Hanamkonda, 
Sikh Gurudwara of Nanded, Tungabhadra Project, the biggest 
in the whole of India, Nizamgar Project, Singareni 
mines, Hutti Gold fields, etc. 


WeaTHER: December is fairly cool at Hyderabad: Visitors 
are requested to bring proper warm clothing, full bedding and 
mosquito nets. 


Satak Juno Museum 


: 


SUPPLEMENT 


Distance from 
Conference 
venue 


Name of Hotel 


Non-Veg. 
Non-Veg. 
Non-Veg. 
Veg. 
Veg. 
Veg. 


miles 
mules 
mules 
m.les 
miles 
mules 


Rocke Castle 8 
Percy 6 
Vicajee 5 
Raj Mahal (Hyderabad) 5 
Mysore Care 5 

5 


Faj Mahal (Sec’bad) 


Rattways: The following are the main trains by which 
delegates and visitors may arrivé. 

1. 102 Up Starts from Vizagapatam goes to Poona pass- 
ing through the junctions of Bezwada, Kazipet and Secun- 
derabad. Reaches Secunderabad at 7-45 and Hyderabad 
(Nampally) at 8-87 hours. 

2. 330 Up Starts from Bezwada goes to Raichur passing 
through the junctions of Kazipet. Reaches Secunderabad at 
17-0 and Hyderabad (Nampaliy) at 18-0 hours. 

People from South can come to Hyderabad (Nampally) 
via Bezwada, Kazipeth, Secunderabad or via Guntakal and 
Dronachatlam to Hyderabad (Kachiguda). 

3. 320 Up Express: Starts from Kazipet to Hyderabad. 
Reaches Secunderabad at 6-40 hours and Hyderabad (Nam- 
pally) at 7-25 hours, This brings through carriages to Secun- 
derabad from G, T; Express Delhi, G. T, Express Madras and 
from Wardha. 

4. 101 Down starts from Raichur goes to Vizagapatam 
passing through the junctions of Wadi reaches Hyderabad 


Nature of food 
and management 
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With Without 
meals meals 


No Provision 
No Provision 
5/- 
5/- 
5/- 
5/- 


Western 
Western 
Western 
Indian 
Indian 
Indian 


18/- 
18/- 
10/- 
9/- 
9/- 
9/- 


(Nampally) at 17-5 hours. 
Bombay. 


5. 329 Down starts from Poona goes to Bezwada passing 
through the junctions of Wadi reaches Hyderabad (Nampally) 
at 8-55 hours. This brings a through carriage from Bombay 
to Secunderabad, by wh.ch people from West (Bombay, 
Saurashtra, Ahmedabad, etc.) can come to Hyderabad by 
through carriages from Bombay to Hyderabad. 


People from North can come by Grand Trunk Express 
which carries through carriages from Delhi to Hyderabad. 


This carries through carriage from 


People from East can come by Calcutta train passing 
through Nagpur, Wardha, Bezwada and Kazipet. 

6. 554 Express: Starts from Bangalore reaches Hydera- 
bad (Kachiguda) at 19-19 hours passing through the junctions 
of Guntakal and Dronachallam. 


People from Bangalore, Mysore, Hubli, Mangalore, Calicut 
and other places can come to Hyderabad by this train. 


506 Passenger: Starts from Dronachallam and 


reaches Hyderabad at 5-20 hours. 
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8. 552 Godavari Express: Starts from Manmad. Reaches 
Secunderabad at 12-20 and Hyderabad (Kachiguda) 12-55. 


562 Passenger: From Madmad, Reaches Secunderabad 
20-50 and Hyderabad (Kachiguda) 21-30. 


564 Passenger: From Madmad. Reaches Secunderabad 
7-30 and Hyderabad (Kachiguda) 8-10 hours. 


Reception: There will be reception offices just near the 
second class booking offices at Secunderabad, Hyderabad and 
Kachiguda stations ail of which are almost equidistant from 
the Conference venue. There will also be a reception office 
at Begumpet Airport. 


TRANSPORT: Volunteers will be available at all the recep- 
tion Offices to give necessary information and make transport. 
ACCOMMOATION: 


(1) In the University Campus: Osmania University Arts 
College is about 3 to § miles from the city proper. In view 
of the distance and the difficulty of transport and a crowded 
programme it will be very convenient and cheap for members 
to stay in the University Campus where the palacious and 


GOLKONDA FORT 


well furnished hostels of the Arts College situated within a 
distance of 50 to 100 yards from the Conference pandal have 
been reserved for accommodation of our guests. Strict priority 
will be maintained in allotting the rooms. Special single 
rooms can be reserved for members who wish to come with 
their families, early intimation being necessary. Special 
blocks will be reserved for ladies only. 


(b) In the City: 

Taxies charge Rs. 5 per hour and are available at all 
the places. Accommodation in hotels at the last minute will 
be impossible as the Conference of Social Workers and All- 
India Sgouts are meeting at Hyderabad at the same time. 
Early reservation will be necessary. 


Foon: Doctors staying in the University Campus will 
have bed-tea, breakfast. lunch and dinner (Veg. and Non- 
Vegetarian) on a payment of I.G. Rs. 10 per head per day. 
Others staying outside can also have their meals on payment. 


Rartway Concession: Delegates and Visitors wishing to 
attend the Conference should apply to the Genera! Secretary 
for the necessary certificate on production of which at the 
nearest D.T.S. Office single fare double journey concession 
authority slip for any class will be obtained. Production of 
this to the railway booking office will enable them to issue 
concession tickets. 


In order to avoid inconvenience to yourself and help us 
in making the necessary arrangements for you, you are parti- 
cularly requested to fill in the details of intimation form 


and send it to the undersigned at your earliest. 
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To 
The General Secretary, 

Reception Committee, goth All-India Medical Conference, 
Hyderabad-Dn. 
Sir, 
_ Please send the necessary certificate for Railway Conces- 
sion tickets as I/with my wife and ( ) children want to 
attend the joth All-India Medical Conference. I will reach 
Hyderabad on... December 1953 by train/air service / 
via I want the Reception Committee to make arrange- 
ments for my (1) Boarding and Lodging in (a) University 


Hostel. (b) Non-Vegetarian Hotel No . (c) Vegetarian 
Hotel No. (2) Food Vegetarian /Non-Vegetarian (3) 
Excursion: 


Ajanta and Ellora or any other place. (4) Return 
journey tickets from Hyderabad to : 


on December, 1953 by ..train/air/service. 
(Advance payments are necessary for (3) and (4).) 


Yours faithfully, 


BRANCH NOTES 


AHMEDABAD BRANCH—Office-bearers for the year 
1953-54 were elected with Dr. N. R. Desai as president and 
Dr. R. K. Nanavaty, Dr. S. C. Patel and Dr. P. R. Trivedi 


as Hony. Secretaries. The annual report of the’ branch for 
1952-53 shows that during the year 45 new members were 
enlisted. Lectures and clinical demonstrations were regularly 
held and most of the members participated in the discussions 
When the district of Ahmedabad was threatened with. cho'era 
epidemic the members fully co-operated in anti-cholera 
measures of the Municipal Corporation and the District Local 
Board authorities. 


AMBALA BRANCH —The annual election of the branch 
was held on 25-10-53. Dr. B. D. Mukeriee was elected the 
president and Dr. R. L. Banga. Secretary and Dr. P. N 
Malhotra, Jt. Secretary for the year 1953-54 


AMRELI BRANCH—The annnal mectine of the branch 
was held on 13-90-53 with Dr Adalia in the choir. Fight 
members were present. Office-hearere for the next wear were 
elected with Dr. N. V. Adalia ae nresident and Dr MK. S 
Bhatt as secretary Dr T J. Phatt enpoke on and 
mitholoev of Acute Nenhritis The annual report showe that 
the branch had rt ordinarv meetings, «4 meetings, 
4 other meetings. During the year 13 clinical lectures were 
held 


retiologs 


extra 


ANANTAPUR RRANCH—A meeting wae held on 22-8-53 
Dr. K. Raghavendrarao spoke on Surgery of the Heart. 


A special meeting of the branch wae held on 10-79-44 
with Dr. (Mrs.) E. M. Kurvvilla in the chair. A condeclence 
resolution on the death of Dr. T S_ Tirumerti 
Dr BR Rao Karnad spoke about Treatment of Minor Surgical 
conditions. 


wae 


A general body meeting of the branch was held on 
24-10-53. Dr. D. Ramanath presided Office hearers were 
elected with Dr. D. Ramanath as president and Dr VK. 
Rajaram Rao as secretary. The branch requested the Andhra 
Government to extend scientific medical retief TPAS 
replacing auacks. The government was further requested! to 
post a pathologist to each Head-auarters Hospital for labo- 
ratory examination. Dr. V. K. Rajaram Rao read a paper 
on Aids to Vision. The annual report of the branch shows 
that eight meetings were held during the year and papers 
on 5 interesting subjects were read. 


ASSAM PROVINCIAL BRANCH—The working com- 
mittee of the branch met on 27-9-53. Eleven members were 
present. egarding the propaganda grant asked for from the 
centre, Dr. P. C. Duarah was requested to acquaint the 


to rue 
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working committee, I.M.A., with the special problems of 
Assam for which the grant was necessary. Five candidates 
were recommended for Internships and "Waddienstes abroad. 
The Working Committee was unable to meet the request of 
the Nowgong Branch for a grant of Rs. 1,000/- the deficit 
in connection with the 4th Assam Provincial Conference. 


Patenting the crest of the I.M.A. was not approved. The 
formation of 2 new branches was approved. 


BANGALORE BRANCH—The annnual general body 
meeting of the branch was held on 23-8-53. Seventy mem- 
bers were present. Dr. M. S. Mehkri presided. At the out- 
set a resolution was passed condoling the sad death of Dr. 
(Miss) Kurshed S. Captain, a member of the branch. The 
— of the outgoing year and the audited accounts were 

— Office-bearers for 1953-54 were elected with Dr. 
C. V. Natarajan as president and Dr. S. C. Kuppanna and 
Dr. P. T. Anjenaya Chette as secretaries. 


BERHAMPORE (GANJAM) BRANCH—A meeting of 
the branch was held on 12-9-53. The members condoled the 
sad death of Dr. T. S. Tirumurti, an ex-president of the 
1.M.A. A Committee was formed to devise ways and means 
to build a nucleus for the construction of a Tuberculosis 
Hospital and a clinic attached to the Government 
quarters Hospital. 


BEZWADA BRANCH—The annual general body meet- 
ing of the branch was held on 26-10-53 with Dr. Surya- 
Narayanamurthy in the chair. Office-bearers were elected 
with Dr. Suryanarayamurthy as president and Dr. K. S. 
Sambasivarao as secretary. There was a film show of the 
movements of the tongue during speech. 


BHAVNAGAR BRANCH—The annual general meeting of 
the branch was held on 3-10-53. The annual report and the 
audited accounts for the year ending 30th September 1953 
were adopted. Office-bearers for 1953-54 were elected with 
Dr. K. R. Doshi as president and Dr. V. J. Trivedi and 
Dr. K. R. Patel as jt. secretaries. 


BOMBAY BRANCH—A meeting of the managing com- 
mittee of the branch was held on 16-10-53. Six members 
were present. The proceedings of the last meeting were con- 
firmed. It was decided to send a reminder to the Provincial 
Secretary regarding the Hospital Scheme. 


CACHAR BRANCH—A meeting of the branch was held 
on 25-7-53 with Dr, J. N. Chakrabarty in the chair. Thir- 
teen members were present. Dr. S. P. Nath read an article 
on Penicillin reactiom,. fatal and non-fatal. A case with en- 
larged glands, mostly limited to the left side with lumbar 
pain was demonstrated. Dr. N. Chaudhury read a case note 
on Infantile Scurvy with skiagram. 


Head- 


A meeting of the branch was held on 29-8-53. Dr. J. N. 
Chakrabarty presided. The members condoled the death of 
Dr. T. S. Tirumurti. After the normal business was over, 
Dr. A. K. Nandy read a paper os Dental Caries. Dr. K. L. 
Ghosh read notes on Bisarsenate with chloroquin in the treat- 


ment of amoebiasis. 


A meeting was held on 26-9-53. Nineteen members were 
present. Dr, J. N. Chakrabarty presided. The meeting ex- 
pressed its heartfelt sorrow at the sudden death of Dr. S. Sen 
Gupta. Dr, R. B. Nath read a paper on Chronic Otorrhoea. 
A case of paresthesis limites to one side of neck, arm and 
thigh was onstrated. 


CALCUTTA BRANCH—The roth ordinary meeting of 
the executive committee of the branth was held on 8-9-53. 
Twenty-three members were present. It was decided to hold 
a special meeting of the executive committee on 17-9-53 to 
consider the report of the Examination Enquiry Committee. 
Four doctors were elected members of the branch. A Sub- 
committee was formed to go into the question of enhancement 
of C.F.C. November 20 was fixed as the date of the ensuing 
election and a sub-committee was formed for the purpose. 
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A special meeting of the executive committee was held 
on 17-9-53. Eighteen members were present. The report of 
the sub-committee regarding enhancement of C.F.C. as sug- 
gested by Central Office, I.M.A. was thoroughly discussed 
and accepted with modifications. The consideration of the 
report of the Examination Enquiry Committee was adjourned 
to a later date. 


COCHIN BRANCH—During the 1952-53, 2 fellowship 
meetings were held, 7 ordinary meetings and one annual 
meeting wes held. Interesting clinical cases were demonstrated 
in the ordinary meetings. 


COIMBATORE BRANCH—A meeting of the branch was 
held on 16th August 1953 with Dr. Y. P. Vasudevan in the 
chair. Eighty members were present. Dr. Adhinarayanraju 
spoke on Employees State Insurance Scheme. Dr. Major 
K. N. Rao gave a talk on Recent Trends in the treatment 
of Pulmonary Tuberculosis. This was followed by a_ film 
snow. 

The inaugural meeting of the branch was held on 31-10-53. 
Dr. M. Imaduddin presided. The following cases were 
demonstrated, (1) A case of Obsteogenisis and a case of 
Pellegrinistiedas disease by Dr. K. Veeraih (2) A case of 
Vesico Vaginal Fistula by Dr. C. Krishnaiah (3) A case of 
T. B. Meningitis by Dr. M. Seshagiri Rao. A case of 
Strangulated Hernia was described by Dr. M. Imaduddin. 
Next the symposium on Amoebic Infection in Human Body 
and Treatment was opened by Dr. C. Krishnaiah in which 
Capt. Imaduddin, Dr. K. Pushpavati Devi, Dr. S. Sastry 
and Capt. B. B. Rao participated. 


A clinical meeting of the branch was held on 6-10-53. 
Dr. P. N. R. Naidu presided. Ninety members were present. 
Dr. N. Vaidyanathan gave a talk on ‘‘Antibiotics—some 
problems in clinical practice.’’ Dr. D. S. Iyer spoke on 
“Surgical Management of pain’’. 


DAVANGERE BRANCH—A farewell meeting was 
arranged on 19-5-53 in honour of Dr. V. K. Deshmukh, 
and Dr. T. S. Ekambaram as they were leaving on transfer. 
Dr. K. H. Mahadevappa presided. 


A meeting was held on 2-6-53 when Dr. K. S.  Shada- 
kshrappa demonstrated a case of Aortic Aneurism with radin- 
grams. Dr. K. Prahalad presided 


A special meeting was held to offer felicitations to Dr. 
B. I. Gopal Rao, a member of the branch, on his election 
as president, City Municipality. Dr. K. S. Sadaksarappa 
presided. 


In a meeting held on 20-7-53 Dr. S. Sadaksarappa demons- 
trated a case of (1) Subacute Bacterial Endocarditis (2) 
Caries Spine (3) Congenital Cystic diseases of the Lung. A 
film on Anti-Histamine agents was shown. Dr. P. N. Gowda 
presided. 

In a meeting held on 31-8-53 office-bearers of 1953-54 
were elected with Dr. K. S. Sadaksarappa as president and 
Dr. Y. Narayan as secretary. Dr. P. N. Gowda presided. 


DELHI PROVINCIAL BRANCH—In a meeting held on 
18-8-53 the association placed on its record its deep sense of 
sorrow at the sad demise of Dr. T. S. Tirumurti. The asso- 
ciation sent also its sympathies to the members of the bereaved 
family. 


DHARWAR BRANCH—The annual general meeting of 
the branch was held on 27-9-53 when office-bearers for 1953-54 
were elected with Dr. W. H. Gokhale as_ president and 
Dr. H. V. Upadhye as Secretary. The report of the branch 
from 1-6-53 to 30-9-53 shows that 4 meetings were held during 
the period. In the clinical meetinngs, Dr. B. H. Kamalapur 
read a paper on Sterility, while Dr. R. G. Tol read a paper 
on Shock Therapy for menta) cases. 
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FAIZABAD BRANCH—The annual meeting of the 
branch was held on 26-9-53. Dr. Pratap Bahadur was elect- 
ed the president and Dr. Y. D. Kapur, Secretary of the 
branch for the year 1953-54. The annual report of 1952-53 
shows that there were 35 members on the roll. As in the 
previous years, this year also the branch had two kinds of 
activities, i.e., scientific and social. The financial position 
was satisfactory. 


FEROZEPORE BRANCH—A meeting of the branch was 
held on 29-9-53 with Dr. Raja Ram Bhola in the chair. 
Twenty-two members were present. Dr. Ferris spoke on 
Eosinophilia Lung. Dr. Amrit Mongu spoke on Uterine 
Inertia and Dr. Narayani spoke on Intussuception following 
Surcoma of Large Intestines. 


The annual meeting of the branch was held on 27-10-53. 
Dr. Raja Ram Bhola presided. Twenty-two members were 
present. Col. R. W. Khosla, Chairman, Family Planning 
Association of Punjab spoke on his experience and achieve- 
ments regarding the Family Planning Scheme. Office bearers 
were elected with Dr. Raja Ram Bhola as president and 
Dr. C. P. Khanna as Secretary and Dr. Rishi Ram as 
Jt. Secretary. 


GHUGUDANGA BRANCH-—A meeting of the branch was 
held on 23-10-53 with Dr. S. S. Sarkar in the chair. The 
members were in favour of patenting the crest of the I.M.A. 
It was decided to hold the annual meeting on 15-11-53. 


GUNTUR BRANCH—The general body meeting was 
held on 18-7-53 Dr. G. V. Hanumantharao read a paper on 
bad effects of smoking. A lively discussion followed 


R. K. Chettur was selected the president of the 


Lt.-Col 
Hanumantha Rao as secretary for 


branch and Dr. G. V. 
the year 1953-54. 


JAGATDAL BRANCH—The annual meeting of the 
branch was held on 25-9-53. Office-bearers for the year 
1953-54 were elected with Dr. S. C. Bhattacharjee as presi- 
dent and Dr. P. N. Ghose as secretary. The annual report 
of the branch from October 1952 to September 1953, shows 
that 9 monthly meetings were held of which 3 were clinical. 
Two cinematographic films were demonstrated. During this 
year 3 members were recruited against 4 left. 


A social gathering of the branch was held on 10-11-53 
Dr. S. C. Bhattacharjee was in the chair. At the close of 
the function the secretary informed the members that no 
information regarding the 13th Bengal Provincial Conference 
was received from the Bengal Branch, I.M.A. So the mem- 
bers of the branch could not attend the conference. 


JALGAON BRANCH—Office bearers for the year 1953-54 
were elected in the annual meeting of the branch on 27-9-53 
Dr. A. D. Pilay was elected the president and Dr. D. R. 
Desai the general secretary. 


An extraordinary meeting of the branch was held to 
record its deep sense of sorrow at the sad and untimely death 
of Dr. R. H. Acharya who was an ex-president of the branch 
and a distinguished Obstetrician and Gynaecologist. 

JEHANABAD BRANCH—A meeting of the branch 
was held on 6-9-53. Dr. R. Prasad was in the chair. The 
members condoled the sad death of Dr. T. S. Tirumurti, the 
ex-president of the I.M.A. One new member was enrolled 


JAMURIA BRANCH—This is the second year of the 
branch. It got official recognition in October 1952. It has 
on its roll 29 members. The annual report shows that 10 
meetings were held during the year and interesting clinical 
subjects were discussed. The financial position of the branch 
is encouraging. Its activities point to a better future 


JORHAT BRANCH—The annual meeting of the branch 
was held on 13-10-53. Nine members were present. Dr 
R. M. Deb presided. A condolence resolution on the sad 
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death of Sri Surendranath Buragohain was passed. New 
office-bearers were elected with Dr. R. M. Deb as president 
and Dr. A. K. Roy as Hony. Secretary. The annual report 
of 1952-53 shows an increase in membership. 


KANPUR BRANCH—In a meeting on 30-12-52, Dr, 
T. S. Tirumurti ex-president of I.M.A. delivered a speech on 
“How to get rid of the quacks from our profession.’ 

In a meeting held on 11-1-53, Dr. R. K. Jalata spoke 
of a patient of Subacute Bacterial Endocarditis with demons- 
tration. Dr. S. Mittra demonstrated a case of Scleroderma. 
Dr. K. Prasad demonstrated a case of Perineal ty of 
Hypospadias and Dr. Satwant Singh read a paper on Itching 
Dermatosis and Strontium Bromide. 

In a meeting held on 1-2-53, Dr, D. N. Sanyal spoke 
on his experiences with Nitrohydrazide, Dr. Lakshmikant on 
a case of Renaud’s disease, Dr. R. K, Jalata on a case of 
Facial Hemiplegia, Rhumberg’s disease, Dr. Satwant Singh 
on a case of Atumeur in the Mandible and Dr. Nabinchandra 
on Analysis of 50 cases of Eosinophilia. 

In a meeting held on 12-2-53, Col. A. N. Chopra spoke 
on Honorary System of medical aid in Kanpur Hospitals and 
on Panel System. 

In a meeting held on 5-4-53, Dr. D. P. Gupta demons- 
trated a case of Teratoma Testis aad Bronchial Carcinoma, 
Dr. Satwant Singh a case of Dysphagia, Dr. A. Majeed Khan 
a case of Brady Cardia, Dr. Navinchandra, a case of Dextro- 
cardia and Situs Inversus, Dr. R. K. Jalata read a paper on 
Paludrine Drug to be banned. 


In a meeting held on 2-5-53, Dr. S. S. Misra spoke on 

Chronic Diarrhoea. ’ 

In a meeting held on 17-§-53, Dr. D. P. Gupta demons. 
trated (1) a case of Heart Rheumatic (2) a case of Byssino- 
sisc Spontanios P.T.H. (3) 2 cases of Myopathies (4) a case 
of Neurosyphilis. Dr. R. L. Agarwal demonstrated 2 cases 
of Functional Paraplegia and Abnormal displaced kidney. 
Dr. B. K. Bharadwaj showed a case of lung abscess. 

In a meeting held on 7-6-53, Dr. B. L. Agarwal spoke 
on Tsonicotinahydrazide in Pulmonary Tuberculosis. Dr 
D. P. Gupta showed a case of Bleeding from Nose 


In a meeting held on 5-7-53, Dr. B. L. Agarwal spoke 
on a case of Pink Disease (2) Congenital Cystic Digease of 
Lung (3) Pellagra. Dr. S. Singh demonstrated a case of 
Acquired Cystic Disease of the Lung. Dr. Navin Chandra 
demonstrated (1) a case of Subacute combined Degeneration 
(2) Syringomyelia. Dr. S. L. Gupta spoke on Farly Diag- 
nosis of Tuberculosis. Dr. A. K. Chatterjee demonstrated a 
case of Cerebral Diplegia. ¢ 

In a meeting held on 2-8-53, Dr. H. S. Budhwar showed 
a case of Paralysis Agitans (Parkinsonism); Dr. B. L. Agarwal 
a case of Paralvsis Soft Palate; Dr. R. K. Jalota, a case of 
Lung Abscess; Dr. D. P. Gupta a case of Ostrogenesistim- 
perfacta and Myopathy and Dr. R. L. Agarwal a case of 
Tumour Humurus. 

In a general meeting of the branch held on 21-9-53, the 
members placed on record their deep sense of sorrow at the 
sad demise of Dr. Tirumurti, ex-President of I.M.A. and con- 
veyed their heartfelt sympathy to the members of the family 


KARNAL BRANCH—The report of the branch for the 
year 1953 shows that 10 new members were enrolled during 
the vear. Besides 6 social meetings, 8 clinical meetings 
were held in which interesting, subjects were discussed. The 
financial position appears to be satisfactory 


KHAMGAON BRANCH—The annual report of the 
branch for 1952-53 shows: Fifteen meetings were held during 


I. M. A, 


JOURNAL 
M. A, 


the year and in four of these meetings, the following clinical 
subjects were discussed , (a) A typical case of Pulmonary 
Tuberculosis by Dr. Mathkar (b) Symptom complex of 
Angina Pectoris and Coronary Ceclusion and their treatment, 
by Dr. T. S. Row, (c) Eosinophilia Lung by Dr. Barve and 
(d) A Symposium on Setams. Good response was received from 
T. B. Sale Campaign. A cinema film on War under the 
microscope was exhibited. Many members of the branch 
participated in the scheme of College Sickness Insurance of 
the G. S. College of Science. 


KISHANGUNJ BRANCH—A meeting of the branch was 
held on 2-9-53. Dr. B. K. Das presided. Seven members 
were present. The members condbied the sad death of 
Dr. T. S. Tirumurti, an ex-president of the I.M.A. 

. . 

The annual general meeting of the branch was held on 
10-10-53 Dr. S. Kumar presided. Nine members’ were 
present. Office bearers were elected with Dr. S. Kumar as 
president and Dr. N. G, Das as secretary. The secretary's 
report shows that membership increased from 25 to 41 
during the year. The financial position also showed a credit 


balance. 


KOTALPUR BRANCH—The annual meeting of the 
branch was held on 20-10-53 with Dr. M. M. Ray in the chair 
For the current session, Dr. R. M. Ray was elected president 
and Dr. M. N. Mal and Dr. M. Karmakar joint secretaries 
The members were of opinion that the enhancement of 
©.F.C. would not be desirable. 

LUDHIANA BRANCH-—-In the annual election of the 
branch, Dr. K. L. Pathak was elected the president and 
Dr. Kanti Nandan, the Secretary, for the year 1953-54. The 
annual report of the branch shows that the branch met 12 
times during the year. In one of the 2 scientific meetings, 
Dr. K. L. Pathak spoke on Diabetes and the Eve while in 
the other, films were exhibited. The membership pdsition 
does not show improvement 


MADRAS BRANCH—An_ Executive Committee meeting 
of the branch was held on 3-9-53 with Dr. P. Natesan in the 
chair. Fleven members were present. The members plac ed 
on record its profound sense of sorrow at the death of 
Dr. T. S. Tirumurti and observed two minutes silence as a 
mark of respect to the deceased. The members also condoled 
the death of Dr. P. S. Srinivasan a member of the branch 
Dr K. Rama Rau was re-instated as a member of the exe 
cutive committee. It was announced that Dr. K. C. Nam 
biar was re-elected as president of the South Indian Provin- 
cial Branch. Two new members were admitted. 


MADURA BRANCH—A meeting of the branch was held 
on 25th July 1953. Seventy-two members were present. 
Names of five new members were announced. Dr. K. A. 
Kalyanam. spoke on Diagnosis of Bone Tumours. This was 
followed by a discussion by the members present 

A meeting of the branch was held on 19-9-53 with 
Dr. A S. Annamalai in the chair. At the outset the mem- 
bers condoled the death of Dr. T. S. Tirumurti and Dr. B. S. 
Ramaswami. Four new members were admitted. Dr. N 
Ramaswami spoke on Ovhthalmology in General Practice 
Dr. P. Vadamalavan spoke about some of the Hospitals and 
Clinics he visited in U.S.A. 


MALABAR BRANCH—The annual general body meeting 
of the branch was held on 27-9-53. Dr. R. V. Rajam pre 
sided. Dr. M. K. Krishna Menon gave a talk on “Third 
Stage of Labour.”’ Dr. R. Subramanyam spoke on “The 
Management of Coronary Thrombesis’’ and Dr. R_ V. Raiam 
spoke on ‘The role of the State and the Private Practitioner 
in the Control of Venereal Diseases.’" The branch started 
its first medical relief centre at Kadalundi on 1-11-53. Mr. 
N. E. S. Raghavachari, the Collector of Malabar opened the 


centre 


MALEGAON BRANCH—The annual meeting of the 
branch was held on 4-re-53. All members were present. A 
condolence resolution on the sad death of Dr. T. S. Tirumurti 
was The auditor’s report was adopted. The annual 
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report and the budget for the next year were . Office- 
aamery for the year 1953-54 were elected with Dr. R. W. 
handratse as president and Dr. G. S. Parnaik as Hony. 
General Secretary and Dr. P. A. Rehmany as Jt. Hony. 
Secretary. The branch completes its fifth year this year and 
there are 14 members on the roll. The philanthropic services 


of the branch is commendable. Its financial position is also 
satisfactory. 


MANDYA BRANCH—The annual general body meeting 
of the branch was held on 30-8-53 with Dr. K. Sundaresan 
in the chair. The meeting condoled the death of (1) Dr. T. S. 
Tirumurti (2) Dr. (Miss) Captain (3) Dr. Anantakrishnama- 
chari. Office-bearers were elected with Dr. K. Sunderesan as 
president and Dr. B. Sethu Rao as secretary. The annual 
report shows that the committee met four times during the 
year. There were three clinical meetings and two general 
body meetings. Membership showed slight increase. 


MIRAJ BRANCH—The annual general meeting of the 
branch was held on 30-9-53. New office-bearers were elected 
with Dr. S. D. Arawattegi as president and Dr. M. S. Karan- 
dikar as Hony. Secretary and Dr. B. K. Tambolkar as Hony. 
Jt. Secretary. It was decided in the meeting to do medical 
examination of all the primary school students in Miraj, 
numbering 6,000. One special feature of the year was that 
XXII Maharashtra and Karnatak Provincial Conference was 
called at Sangli on behalf of the Miraj and the Sangli 
Branches 


MONGHYR BRANCH—The annual report of the 
branch for the year 1952-53 shows that eight meetings were 
held during the year. In the meeting held on 11-12 52, 
Dr. M. M. Mahajan read a paper on Round Worm in relation 
to surgical aspect and on 9-4-53 Dr. J. Prasad read a paper 
on Intestinal Cast, a specimen of which was also shown 
Office bearers for the year 1953-54 were elected’ with 
Dr. J}. P. Sinha as president and Dr. B. Datta as secretary 
and Dr, L. C. Prasad and Dr. S. Banerjee as jt. secretaries 


MUZAFFARPUR BRANCH—A meeting of the branch 
was held on 30th August 1953. Eight members were present 
The meeting condoled the sad death of Dr. T. S. Tirumurti 
a past president of I.M.A. 


MYSORE PROVINCIAL BRANCH—The 8th provincial 
council of the branch met on 29-9-53 with Dr. B. R. Reddy in 
the chair. Nineteen members were present. Condolence reso- 
lution was passed on the death of Dr. T. S. Tirumurti and Dr. 
K. S. Captain. Dr. Mr. Shafi Mehkri was elected president for 
the next term. The opinion of the council was that the sub- 
scription of members and C.F.C. rates should not be increased 
at the present moment The members were against either 
patenting the crest of I.M.A. or entitling members to use it on 
their name plates. It was decided to celebrate the next 
conference as a Silver Jubilee Conference. A Committee was 
formed to elect candidates for Residency training abroad. It 
was decided to hold the next provincial council meeting on 
25-10-53 at Bangalore. 


The deputation Sub-committee of the branch held meet- 
ings on 3-9°53 and 4-9-53. 


A meeting of the 9th provincial council of the branch 


Dr. M. Sivaram presided. Twenty- 
one members were present. Dr. Sivaram handed over charge 
to Dr M. S. Mehkri the president elect. Drs. T. K. Dayalur 
and B. V. Ramaswami were elected as secretaries. Two sub- 
committees were formed for (1) Mobile Medical Units (2) 
Hony. Medical Ssystem. It was decided to hold the roth 
provincial council meeting at Chikmagalur during the annual 
conference. It was also decided to invite the Working Com- 
mittee of I.M.A. to meet at Bangalore during 1954. Secre- 
tary was requested to take up the question of starting post- 
graduate courses in Medicine and Surgery with University 
of Mysore. It was decided to celebrate the conference at 
Chikmagalur as Silver Jubilee Conference. The question of 
giving T.A. to provincial council members was not approved 
for financial reasons 


was held on 25-10-53. 
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The committee for selection of Residents met on 30-9-53. 
Dr. B. R. R. Reddy presided. Five members were present. 
Seventeen applicants were selected and their names were sent 
up to the centre. 


NABADWIP BRANCH-—In the annual general meeting 
of the branch, new office-bearers for the 1953-54 were elected 
with Dr. M. Kundu as President and Dr. S. Banerjee as 
Hony. Secretary and Dr. Muralidhar Kundu as Hony. Jt. 
Secretary. 


NIZAMABAD BRANCH—A meeting of the branch was 
held on 9-9-53 with Dr. L. R. Deshpande. Office-bearers for 
1953-54 were elected with Dr. L, R. Deshpande as president 
and Dr. L. M. Lingum as secretary. Dr. L. R. Deshpande 
spoke on ‘‘Common diseases of Children and their treatment.” 

7 


A meeting of the branch was held on 19-10-53 with Dr. 
L. R. Deshpande in the chair. He spoke on ‘‘Common 
diseases of skin and their treatment.’’ 


OSMANABAD BRANCH—A 
branch was held on 25-10-53 with Dr 
the chair. Nine members were present. Office-bearers were 
elected with Dr. N. R. V. Swamy as president and Dr. 
R. M. Abhyanker as Secretary. Dr. D, S. Mani presented 
a case of Puimonary Tuberculosis with Tenosynovitis. Dr. 
R. M. Abhyanker presented a case of Mitral Stenosis with 
auricular fibrillation, 


PORBANDAR BRANCH—The annual general meeting 
of the branch was held on 27-9-53. Twenty members were 
present. Office-bearers for 1953-54 were elected with Dr. 
H. H. Chavda as president and Dr. B. D. Jhala as Secre- 
tary. Dr. Chavda read a case report on the fracture of the 
vault of the skule. The annual report shows that monthly 
clinical meetings were held regularly and various subjects 
of interest were discussed. 


RAMANATHAPURAM BRANCH—The annual meeting 
of the branch was held on 17-10-53. Sixty doctors were 
present. Dr. P. Vadamalayan presided. The annual report 
was adopted. It shows that membership increased from 
22 to 45. Office-bearers for 1953-54 were elected with Dr. 
R. Venkatachari as president and Dr. T. Muthusamy as 
secretary. Dr. K. Ramchandran gave a_ very _ interesting 
lecture on ‘‘Management of some acute abdominal conditions 
in general practice.’ Dr. E. S. Chellappa read his _preli- 
minary report on a new operation for a Deuodenal Ulcer, 
Dr. P. Vadamalayan gave his impressions of his visit to the 
surgical clinics and hospitals in U.S.A. nnd U.K. 


SABARMATI BRANCH—In clinical meetings of the 
branch, Dr. K. P. Shah read a paper on ‘‘Infantile Diarrhoea 
and Infantile Cirrhosis’’ on 20-6-53. The 17th ordinary 
meeting was held on 31-10-53. 


SHAHABAD BRANCH—A meeting of the branch was 
held on 10-9-53. Fifteen members were present. Dr. L. P 
Varma read a paper on ‘‘Electrical Treatment in Medicine 
Practice."’ 


clinical meeting of the 
N. R. V. Swamy in 


SHIMOGA BRANCH—The annual meeting of the branch 
was held on 19th and 20th September 1953. It was inaugu- 
rated by Sri H. V. Narayana Rao. The clinical session was 
presided over by Sri T. L. N. Pandit. The following sub- 
jects were discussed, (1) Peripheral Vasacular Disorders by 

rs. B. R. Shama Rao and D. Krishnamurthy, (2) Meno- 

pausal Neurosis by Dr. C. P. Krishnamurthy, (3) Guinea 

worm Infection and its control in Shiralkoppa Health Unit 

by Dr. S. Ramappa and (4) A case of Caries of Spheroid bone 

with meningites by Dr. T. P. Row. 

A clinical meeting of the branch was held on 7-11-53 
with Sri S. S. Rao Bapat in the chair. Cases of Tumor 
Mediastinum and Tumor Abdomen were demonstrated and a 
case report of Tuberculosis was read by Sri B. L. Shamanna. 


SHOLAPUR BRANCH—The annual 
the branch was held on 29-9-53 with Dr. 
the chair. Dr. V. 


= meeting of 
N. Ambekar in 
N. Ambekar was elected the president and 


SUPPLEMENT 


VOL. NO..g 
DECEMBER, 1953 


Dr. M. J. Chidgupkar the Secretary for the year 1953-54. 
The annual report shows that 21 meetings were held during 
the year. Health fortnight was observed in Sholapur from 
Q-11-52 to 23-11-52. The branch also took part in various 
activities in matters of health and hygiene. The village 
medical uplift scheme is working satisfactorily, 

The report of the Village Medical Uplift Scheme of the 
branch from 17-11-52 to 31-85-53 shows that during the period 
the number of attendance of patients was 1579, out of 
which 132 were treated absolutely free. Free treat- 
ment to servicemen, ex-servicemen and their families is also 
given. A health propaganda programme has also been 
arranged. The government has been approached for a mobile 
dispensary. The work of the scheme has been appreciated 
by the officials and non-officials of the locality. 


cases 


SIBSAGAR BRANCH—A special general meeting of the 
branch was held on 6-9-53. kighteen doctors were present. 
Dr. A. Matlib was in the chair. Dr. P. N. Ghose, president, 
Dr. 5. C. Barooah, vice-president, Dr. K. L, Ghosh, joint 
secretary, Assam Provincial Branch were also present. The 
tea garden doctors were requested to join the association. 
The Government was requested to enforce the drug rule 
more strictly. Dr. M. Bhattacharjee, Asst, Professor, Assam 
Medical College spoke on Poleomyelitis which was very much 
appreciated. 


SURAT BRANCH-—The annual report of the branch for 
1952-53 does not show any noticeable change in membership. 
hight meetings were held during the year and the following 
subjects were discussed, (1) Recent Advance in Medicinal 
Treatment by Dr. R. K. Desai (2) Surgical Treatment by 
Dr. Y. M. Subedar (3) Treatment of Obstetrics and Gynaeco- 
logy by Dr. T. P. Shah, (4) Ophthalmology by Dr. Muskati 
(5) Mind and Medicine by Dr. Ambegaokar (6) How Patients 
are treated in England by Dr, R. N, Dixit (7) Blood Groups 
and their role in determining the susceptible soil in Tuber- 
culosis and Importance of B.C.G. Vaccine 


Office-bearers for 1953-54 were elected with Dr. M. K. 
Dixit as president and Dr. K. H. Haradhwala as secretary. 


TANJORE DISTRICT BRANCH-—-A meeting of the 
branch was held on 31st May, 1953. Thirty-six doctors 
attended. Dr. N. R. Subramanian was in the chair. Dr. 
A. N. Subbaraman spoke on ‘‘Haematemesis’’. 


A meeting was held on 28th June 1953. Thirty doctors 
attended. Dr. N, K. Subramanian was in the chair. Dr. 
R. Sambasivam spoke on the Nutritional problems of our 
country. 

A meeting of the branch was held on 30th August 1953 
Thirty doctors attended. Dr. N. R. Subramanian was in the 
chair The members condoled the sad death of Dr. T. S. 
Tirumurti. The meeting thanked the District Collector and 
Special Officer of the Tanjore District Board for the generous 
grant of Rs. 22,000 to the Tuberculosis section of the 
R. M. Hospital. Dr. R. Kalamegham spoke on ‘‘Sinus 
Headache’’. 


TENALI BRANCH—The anniversary of the branch was 
held on 26-9-53 with Major K. Vallakki in the chair. The 
annual report of the secretary for 1952-53 was placed before 
the meeting. Office-bearers for 1953-54 were elected with 
Capt. M. Imaduddin as president and Dr. B. Suryanarayana 
Sastry as secretary. The symposium on Antibiotics in the 
present day practice was opened by Capt. Venkatrayudu. 
Capt. M. Imadudjlin and Dr. C. Krishnaiah took part in it 
Interesting cases were also demonstrated. 


TIRUCHY BRANCH—A meeting of the branch was held 
on 22nd August 1953. Forty members were present. Dr. 
S. Balakrishnan gave an interesting lecture on Convulsive 
Disorders in children. 

A meeting of the branch was held on 8th August 1953. 
Thirty-five members were present. Dr. P. N. Krishnan gave 
an interesting talk on Clinical Aspects of Pulmonary Tuber- 
culosis. 


. 


The annual report of the branch for 1952-53 shows that 
during the year, 17 managing committee meetings and 12 
clinical meetings were held. Fourteen new members were 
listed, eight members had to be deleted from the roll due 
to their transfer. Iwo members were enrolled as life mem- 
bers. Condolence resolution was passed at the death of 
Dr. T. S. Tirumurti. 


The foundation of the building of the branch was laid 
on 25-7-53 and the construction is in progress. It was 
planned in 1938 to have a building and the ist donation of 
Ks. 25/- was received from Dr. T. S. Tirumurti. The major 
portion of the building fund was realised by organising 
musical entertainments. During the All-India Khadi Exhi- 
bition in May-June 1953, a free health check up was done 
to all those who came there. 


A meeting of the branch was held on 10-10-53. Forty 
members were present. Dr. K. Ramachandran gave a talk on 
Managament of common Acute Abdominal conditions in 
general practice. 


A meeting of the branch was held on 20-9-53. Forty 
members were present. Major P. A. Menon demonstrated 
nine clinical cases to the members. 


TIRUNELVELI BRANCH—A _ meeting was held on 
26-9-53. Forty members attended. Condolence resolutions 
were passed on the death of Dr. T. S. Tirmurti and Dr. 
D. S. Asirvathan. Dr. P. S. Kalyanasundram read a paper 
on Myxoedema and its causes, 


UTTAR PRADESH BRANCH—A meeting of the Work- 
ing Committee of the branch Council was held on 16th 
August 1953. Eleven doctors were present. Dr. P. L. Sood 
occupied the chair. The meeting placed on record its deep 
sense of sorrow at the sad deaths of (1) Dr. G. N. Kapur 
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(2) Dr. H. N. Verma (3) Dr. B. B. Srivastava and (4) 
Dr. M. L. Kakkar. The proceedings of the meeting held on 
15-3-53 were confirmed. ‘he quarterly accounts from January 
to March and April to June 1953 were confirmed. The com- 
mittee approved of the dates Uctober 31st and November 1st 
for the next conference at Gorakhpur as suggested by the 
Gorakhpur Branch. A sub-committee was formed to frame 
resolutions for the conference. In addition to Dr. B. D. 
Sanwal and Dr. Harbans Singh already sent for internship 
abroad, Dr. Atma Prakash was sent to Ottawa General Hos- 
pital, Canada, in general surgery. With reference to the 
judgment in the case of Kasarbani versus U. P. Medical 
Council, the committee thought that U. P. Medical Act 
should be amended at an early date. The proposal of the 
Banaras branch regarding the publication of a popular Health 
Journal in Hindi was agreed to, on certain conditions. The 
committee suggested a new crest for I.M.A, in place of the 
present one as it is foreign in origin and conception. The 
committee approved the secretary’s action in writing to the 
Government for a common programme and date for celebra- 
tion of Health Week every year throughout the State. 


VISAKHAPATNAM BRANCH—The annual general body 
meeting of the branch was held on 31-10-53. Office-bearers 
for the current year were elected with Dr. C. Seethramaraju 
as president and Dr. A. Bapiraju as secretary and Dr. 
N. T. Subrahmanyam as Jt, Secretary. 


WARANGAL BRANCH—The annual general meeting of 
the branch was held on 11-10-53 with Dr. B. Dayanand Rao 
in the chair. Thirty members were present. The meeting 
condoled the death of Dr. M. Venkateswara Rao, one of the 
oldest member of the branch. Office-bearers for 1953-54 were 
elected with Dr. B. Dayanand Rao as president and Dr. B. 
Venkat Rao as Secretary. Dr. K. V. Laxmi Narasinham 
read a paper on Common Eye Ailments and their treatment 
and Dr. B. Dayanand Rao, a very interesting paper on 
medical ethics. 


ALL-INDIA MEDICAL CONFERENCE 


The XXX All-India Medical Conference will be held at Hyderabad on December 27, 28 and 29, 1953. 
Members intending to read papers or to take part in symposia are requested to send typed copies of their 
communications accompanied by abstracts not exceeding 200 words to the Convener, Dr. V. Gopalarao, 
Pathology Department, Osmania Medical College, Afzul Gunj, Hyderabad, to reach him by 15-12-53. If the 
full paper is not ready, a synopsis of the paper may be sent by that date. Further enquiries may be kindly 


made to the Convener, Scientific Sub-committee. 
There will be symposia on (1) Peptic Ulcer: 


Etiology, Incidence and Pathogenesis, Diagnosis and 


Treatment, (2) Recent Trends of Treatment and Control of Malaria, (3) Vesico-Vaginal Fistula, Diagnosis and 
Treatment, (4) Some aspects of Sex and Reproduction. Facilities for epidiascope and microprojection will be 


available as also a cine-projector (16mm. and 35 mm.) to exhibit medical and scientific films. 


GUJARAT AND SAURASHTRA PROVINCIAL MEDICAL CONFERENCE 


Under the auspices of Gujarat and Saurashtra Provincial Branch the 7th annual Conference of the 
medical men of Gujarat and Saurashtra will be held at JAMNAGAR, (SAURASHTRA) during March, 1954. 
Exact dates will be announced hereafter. Dr. S. B. Baxi, M.s., has been elected the Chairman of the 
Reception Committee. The Scientific Committee has arranged discussion on Cardiac Irregularities, Renal 
Lithiasis, and Ideal Confinement. Further details can be had from Dr. K. L. Mehta, Organising Secretary, 


7th Gujarat and Saurashtra Provincial Conference, Lal Baug, Jamnagar, (Saurashtra). 
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Your Patient is in need of 
Vitamin B-Complex in a practical form 


PRESCRIBE 


B.C.P.W. BRAND 
POTENT & PALATABLE 


VITAMIN B-COMPLEX 


useful in 
Vitamin deficiency resulting in symptoms of fatigue, 
anorexia and loss of weight, etc. 


One fluid ounce provides Vitamin B, 25 mg., Vitamin B, 4 mg., Vitamin B, 4 mg.., 
Folic Acid 2 mg., Cal. Pantothenate 12 mg., Choline Chloride 20 mg., Nicotinic acid 48 mg., 
besides Liver Extract equivalent to 80 gm., of fresh liver. 


Available in 4 oz, phials 


BENGAL CHEMICAL CALCUTTA 


to hasten recovery 


Horlicks has been prescribed with confidence for more 
than half a century in acute illnesses, convalescence and 

other debilitating conditions. Its ready utilization in the 
body has been proved by actual physiological tests. 

Horlicks satisfies the clinical requirements whenever the 
patient requires ‘building up’. 

Horlicks is a combination of milk and soluble nutritive 
extracts of wheat and malted barley. It is partially pre- 

digested ; the protein and ‘protein sparers’ are present in 
well-balanced proportions so that metabolic needs are 

satisfied in the most economical manner, with no strain on 
the digestive system. Horlicks is pleasing to the palate and 

is appetizing. Ordinarily, Horlicks requires mixing with 
water only, but it can also be mixed with milk, cream, 

, Olive oil, etc. for additional nourishment. As a 

bed-time drink Horlicks promotes restful sleep. 


HORLICKS 


PRESCRIBED WITH CONFIDENCE FOR OVER SEVENTY YEARS 
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he doctor, examina- 

tion done, diagnosis 

made, patient reassured and treat- 

ment decided, comes again to the 

question of how to introduce the 

remedy; what route should be 
used ? 


The injection may be undesirable, 
inconvenient or difficult, as in the 
case of children, convalescents or 
the aged. In others it may be too 
expensive. 
In macrocytic anaemia he must often use the oral route and will 
appreciate the effect of Actimin therapy. Tablets are also useful 
for maintenance dosage when injection treatment is complete. 


Actimin tablets are sugar coated and contain : 


Vitamin 5 mcgm 

Folic Acid 2 mgm 

Liver Fraction 75 mgm 
Pylorous Powder 125 mgm 


Reticulocyte Response Estimations are done on this product. 


oral anti-anaemia therapy 


‘PHILIPS HOUSE’, CALCUTTA-20 


When replying, please mention the Journal of the Indian Medical Association 
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THE TREATMENT OF ANAEMIAS, 


4 ~ 


is.a crude wholé Liver Extract 

*prepared under strict contro! from fresh 


hy ‘Mammalian Liver by a process which retains 


Fe all the active antianaemic factors present “ia 


raw Liver. 


ipaion is biologically standardised at theo 


_ Institute of Therapeutic Research ‘Cipla. 


has a high potency equivalent to 


412-15 meg. Bu. activity per cc, 


Boca is and does not show 


any even after long storage. 


Cipalon 
an Indian made Liver Extract 
~equal to the World’s Best. 


Each ampoule of 2 c.c. ii 
equal to 24-30 mcg. of 
BOMBA Y-8. Vitamin Biz activity. 


“Cipla Sales Depot.” 
P-33, Ganesh Ch. Avenue, Calcutta-12. 


When replying, please mention the Journal of the Indian Medical Association 
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Unbalanced eater? 


He is worn-out. He requires a break in his vicious circle by improving 
his digestive functions and, and only then the proper nutritional sfatus 


may quickly be attained if a liberal diet is supplied. 

The formula of TRYZYM TABLETS is designed to restore normal 
digestive functions by supplying the enzymes necessary for it. 

Each TRYZYM TABLET supplies Four Digestive Enzymes—Pancreatin, 
Pepsin, Papain and Diastase with Five Vitamin B complex factors and 
Nux Vomica. 


TRYZYM TABLETS are now available in tubes of 10 & bottles of 25 
with all Drugstores. 


Like 
CALCUTTA-29. 


Delhi - Bombay - Madras - Bangalore - Vizag - Nagpur - Patna - Ranchi - Bhagalpur - Madhupur 
Siliguri - Jamshedpur 


When replying, please mention the Journal of the Indian Medicas Association 
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nourish and protect with OSTOMALT 


As a reliable safeguard against infection, as a stimulus 
to appetite and as a nutrient tonic during all phases of 
rapid growth, Ostomalt is a most valuable aid in 
general practice. In addition to malt extract and 
concentrated orange juice, Ostomalt contains glycero- 
phosphates and measured amounts of the therapeuti- 
cally important vitamins A and D. There is no fishy 
oil in Ostomalt and no useless bulk; teaspoonful doses 
suffice. The ‘completeness ' of Ostomalt together with 
its pleasant orange flavour are decisive advantages 
when prescribing for children and convalescents. A 
regular daily dose is a material aid to the growth of 
healthy tissues and a firm defence against relapse. 


Axo 


4 Ib. and ! Ib, jars 


GLAXO LABORATORIES (INDIA) LTO., BOMBAY, CALCUTTA, MADRAS 


- 


Copyright 


in all B, deficiencies 


Apart from the gross deficiency state of beri-beri, 
unrecognised deficiency of vitamin B, gives rise 
to symptoms of very diverse nature—Neuritis 
including diabetic neuritis, involutional depressions, 
gastro-intestinal atony, anorexia and certain cardio- 


INJECTIBLES pathies are typical. In most cases, specific B 
Ampoules : - therapy gives such rapid response as to be deaniiie. 
containing Berin the Glaxo preparation of aneurine hydro- 
’ chloride, provides a precise and calculable means 
B, administration. *Berin ' may be given 
! per in 10 y mouth or injection, 
phials, 
4 TABLETS : Ax 


3 mg., 5 mg. and 
10 mg. In bottles of 
25, 100 and 1,000, 


50 mg. in bottles 
of 25 and 100. 


BRAND ANEURINE HYOROCHLORIDE 8.P, 


* GL 
AXO LABORATORIES (INDIA) LTD., Bombay Calcutta Madras 
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KHELLIN - THERAPY 
A POWERFUL YET SAFE CORONARY VASODILATOR 


KHELLI-CARDIN 


(CRYSTALLINE KHELLIN) 


ITS PROPERTIES INDICATIONS 
INCREASES coronary blood flow Angina Pectoris, Coronary Insufficiency, 
without ill effects on Coronary Thrombosis (Myocardial 
myocardium. Infarction), Bronchial Asthma, Whooping 


RELAXES smooth muscle and acts 
as an antispasmodic. Cough, Renal and Biliary Colic, etc. 


POSSESSES prolonged activity. 


PRODUCES no_ development of 
tolerance. 


Boxes of 6x 4 ¢.c. x 100 mg. ampoules and Bottles of 25 & 50 tablets of 25 mg 


Particulars from: 
RAPTAKOS, BRETT & CO., LTD., WORLI, BOMBAY. 


‘DETTOL for Protection 


When replying, please mention the Journal of the Indian Medical Association 
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COMBIOTIC* COMBIOTIC* 
—1 Cm. Formula “4 —0.5 Cm. Formula 
for 3 ce. dose . fos 2 cc. dose 


Combiotic 


effeclive @ against urinary tract finfections, including gonococcal 
infections ; upper respiratory tract infections ; and other 
infections due to gram-positive and gram-negative 
organisms. 


convenient @ special silicone-coated vials permit accurate dosage on 
withdrawal. 


@ contains both penicillin and dihydrostreptomycin in a single 
injection. 
@ needs no refrigeration. 
stable @ maintains potency for 24 months. 


Combiotic : 1!Gm. Formula consists of— 
300,000 units—crystalline procaine penicillin G. 
100,000 units — buffered crystalline sodium penicillin G. 
1 Gm.—dihydrostreptomycin (as the sulfate) for 3-cc. 
dose. 
Combiotic : 0.5 Gm. Formula consists of — 


300,000 units —crystalline procaine penicillin G. 

100,000 units— buffered crystalline sodium penicillin G. 

,*- Gm.—dihydrostreptomycin (as the sulfate) for two-cc. 
ose. 


*Trade Mark 


PFIZER INTERNATIONAL PfizeD TERRAMYCIN 


Service Co. 
25, Broad Street, New York 4, N.Y., U.S.A. 


EXCLUSIVE DISTRIBUTORS : 


DEY’S MEDICAL STORES LTD., 
BOMBAY :: CALCUTTA ;: DELHI :: MADRAS | Pronaren 
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Golden Jubilee 
Che Antiseptic 


APRIL 1954. 


ublished on the occasion, 
* 


A. SPECIAL issue of The ‘ ANTISEPTIC’ will be p 
This ial Golden Jubilee issue will record among other notable items, the progress of medicine and s in 
their diversified branches during the past half a century which has doubtless been a most fruitful and productive 
period in the history of the medical science. Eminent specialists in India and abroad will contribute articles, 


The Golden Jubilee issue will therefore, be of very great use and interest to all medical men. It will be sent in 
April '64 to all subscribers of the ‘Antiseptic’ then on the rolls in lieu of the ordinary issue for that month. 
Therefore if you are not already a subscriber please order your enlistment now. Enlistments will be made for a 


year or more from any month. Back issues are not available, 


Orders for single copies of the Golden Jubilee issue will be registered on receipt of Rs, 3/- being its pre-publication price, 


Annual subscription is Rs. 7/8/- post paid. Foreign 15 sh. 
Golden Jubilee special issue is an excellent medium for advt. 


Further particulars on application to: Manager, THE * ANTISEPTIC’, 
823-24, Thambu Chetty St., P.O. Box No. 166, Madras-1. 
T’phone: 2163. T’gram: ANTISPTIC’ 


Bombay : Calcutta : Delhi: London: 
Mr. 0. Wheeler, M/s. A. Vernon Kelth & Co, 


Mr. O. Wheeler, “The Cottage”, 
93, Fort Street. 31, Beck Bagan Row. P.O. Box No, 677. 24/27, High Holborn. 


LIVER EXTRACT WITH VITAMIN B,, 
Each c.c. represents Proteolysed extract from 20 grammes of fresh liver 
and 10 microgrames of Vitamin B,,. This combined therapy has 
excellent theoretical, experimental and clinical basis. A simultaneous 
administration of liver extract and Vitamin B,, affords a definite co- 
operative and mutual enhancement of antianaemic effect which could not 
be achieved with either given singly at the same dosage. 


Ampoules of 1 & 2 c.c. in boxes of 6 and 10 c.c. R/C vials. 


UNION DRUG CO._LTD. 
Phones T’ Gram :— 


Bank 7211 285, BOWBAZAR STREET “Benzoic” Cal, 
1901 CALCUTTA—I2 
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In all branches of surgery, Penicillin Nonad Tulle has been 
welcomed as an effective bacteriostatic dressing for 
operation wounds, including those of eyes, ears and nose, 
and those of skin grafting. 


This non-adherent, sterilized gauze dressing of wide mesh 
is impregnated with an emulsifying base containing 1,000 
units of penicillin per gramme. 


Dressings of Penicillin Nonad Tulle are easily and painlessly 
removed without destroying the granulation and epithelial 
tissues in process of formation. 


PENICILLIN NONAD TULLE 


In tins, containing 40 pieces each 2" x 2°, 10 pieces each 4" x 4", 
40 pieces each 4" x 4", or a strip dressing 4" x 2 yds. 


ALLEN & HANBURYS LTD 


( INCORPORATED IN ENGLANO 
CALCUTTA BOMBAY 
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AMINOPLEXIN 


( AMINO ACIDS WITH VITAMINS AND GLYCEROPHOSPHATES ) 
Each fluid ounce contains : 
Amino Acids Folic Acid 
Vitamin B, vr 8 mg. Vitamin B,, 
Vitamin B, eee 2 mg. Vitamin C 
Vitamin B, o00 1 mg. Calcium Glycerophosphate 
Niacinamide 25 mg. Sodium Glycerophosphate 
Calcium Pantothenate Potassium Glycerophosphate 
Manganese Glycerophosphate ... } gr. 


Indications : 


* Protein deficiency due to malnutrition and starvation * Typhoid, etc. * Peptic Ulcers 
* Cirrhosis of Liver and other Liver diseases * Pre-operative and post-operative surgical raanagement, 
etc. * Nutritional Oedema, etc., etc. 


@ Available in 4 oz. and 2 oz. packings. 


THE ORIENTAL RESEARCH & CHEMICAL LABORATORY LTD. 


“QUMARESH HOUSE” @ SALKIA, HOWRAH 


Rational 


LIPOTROPIC CUM VIT. B-COMPLEX 
THERAPY 


with 


LITROPLEX 


ELIXIR 
Vitamin B-Complex 
with 
Lipotropic factors 
in a palatable Syrup Base 


containing Vitamin B, 10 Mgms, 
Vitamin 5, 2 Mégms, 
Vitamin B, 1 
Nicotinic Acid 10 Mgms. 
Methionine 500 Mgms, 
Choline Chloride 250 Mgms, 
and Vitamin B,, 10 Mc. gms per 
fluid ounce 


INJECTABLES 


SAFE AND DEPENDABLE 


A wide range of parenteral preparations for meeting 
the growing requirements of the Medical Profession are 
rocessed in our Laboratories. They are made from 
tandard Chemicals employing double distilled and 
PYROGEN FREE water. Their containers (ampoules 
undergo rigid neutrality tests before they are po soe 
for use. These Injectables are therefore guaranteed to 
be absolutely safe and dependable. 


The following are but a few of our wellknown 
Injectables : 


*RETICULIN ..A potent extract of Liver 
*HEXOPURIN .. A urinary Antiseptic 
*CALCITOL _ .. Injectable Calcium Gluconate 
( Free from alcohol ) *BEVITAMIN ... ,, Vitamin B, 
Navaratna ‘CEVITAMIN ,, Vitamin C. 


Pharmaceutical Laboratories, *GLUCOSE SOLN. ,, Pure Dextrose 


P. B. No. 18, Mattancherri, P. 0. The Mysore Industrial & Testing Laboratory, Ltd. 
COCHIN. Malleswaram, Bangalore 8, 


Available at all leading Chemists — 
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Free 


Most cases of asthma respond excellently 
to ‘Neo-Epinine’. More effective than 
adrenaline or ephedrine as a bronchodilator, 
it has the further advantage that it is re- 
latively free from side-effects. Rapid relief 
follows the use of ‘Neo-Epinine’ No. 1 


Spray Solution, a plain 1 per cent aqueous 


to breathe again 


preparation. ‘Neo-Epinine’ sublingual pro- 
ducts, 20 mgm., act within 5-10 minutes. 
Stubborn cases may need ‘Neo-Epinine’ 
No. 2 Compound Spray Solution, which 
contains 1 per cent of the drug with 2 per 
cent of papaverine and 02 per cent of 


‘NEO-EPININE” 


ISOPRENALINE 


MADE BY THE WELLCOME FOUNDATION LTO., LONDON 


SUPPLIED BY 


SULPHATE 


BURROUGHS WELLCOME &CO.CINDIA) LTD., BOMBAY 
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Supplies Essential 


Amino Acids, 


Vitamins and Enzymes 


for 
SOUND NUTRITION 


Each fluid ounce contains : 


Amino Acids 6000 mg. Nicotinic acid amide (P,P,) 20 mg, 

vi (20 p.c. W/V) = Ascorbic Acid (Vit, C) 20 mg. 

Folic Acid 1'Smg. Proteolytic Enzyme 10 grs, 

Vitamin (B, ) 400 1.U. Amylolytic Enzyme 5 grs, 

Riboflavin (B,) 0'5 mg.  Lipolytic Enzyme 5 grs. 
Pyridoxine (B,) O'S mg. with other necessary adjuvants, 


INDICATIONS : 


Protein deficiency due to malnutrition, Typhoid and other 
infectious diseases, Gastro-enteritis, Peptic Ulcers, Liver 
Cirrhosis, Dyspepsia, Chronic Ameebiasis, Flatulence, Pre and 
Postoperative managements, Nutritional Anaemias, 
Tuberculosis etc,, etc, 


Sole Distributors : 
Stadmed Distributors Ltd., Calcutta 4 


<f 
Why ‘Prescribe 


QI LIVER EXTRACT (SMITH) 
Because 


r4 * It is a painless hemopoietic made from Whole Liver and free from 


any side-effects. 
eG * It can be also had in a very high and economic concentration 
4) equivalent to 100 gms. per cc. 

* Filled with Nitrogen Gas the ampoules preserve the Vitamin B,, 


Ke content, 


7 Packs: 10 cc. vials of 25 & 100 gms. per cc. 

SMITH, STANISTREET & COMPANY LTD. 
18 CONVENT ROAD, CALCUTTA—1l4. 

¥ Branches: Bombay * Madras * Kanpur * Gauhati * Patna 
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DUNLOPILLO is GERM, MOTH 
and VERMIN-PROOF: Exhaustive 
tests have proved that Dunlopillo 
is substantially germ-proof and 
in the majority of cases needs no 
sterilization. 


DUNLOPILLO is NON-ALLERGIC: 
Dunlopillo contains no feathers or 
down and does not collect dust. 
It is consequently beneficial to 
sufferers from such complaints as 
Asthma, Hay Fever etc. 


DUNLOPILLO PREVENTS BED- 
SORES: As Dunlopillo has smooth 
surface, no springs or buttons, and 


SUITABLE FOR HOSPITALS ? 
Judge for yourself, here are the facts: 


DUNLOPILLO is 


COOL and 
COMFORTABLE : Made of porous 
latex foam with millions of inter- 
connected cells which constantly 
breathe fresh air, Dunlopillo does 
not get hot and gives buoyant 
support to the body. 


DUNLOPILLO is ECONOMICAL : 


Dunlopillo is moulded as a single 
piece from latex foam, and has no 
springs or parts which might need 
repair. There is thus no recurring 
expenditure on Dunlopillo. Its 
remarkable durability makes 
Dunlopillo the most economical 
cushioning in the long run. 


moulds itself immediately to every 
position of the body, its support 
is uniform, discourages bedsores. 


' SPECIMEN PRICES 
DUNLOPILLO Mattresses Size 6’-3”x3’ 
complete with attractive cover 
; The POPULAR-two Rs. 106.0 0 

j The FAMOLS-four Rs. 22000 | 
DOUNLOPILLO Pillows | 
sizes 24x16" Rs. 2700 , 
28” 18” Rs. 320 0 

1 OPERATING TALE 
1 PADS size 72x20" | 
Rs. 60 0 0 


DUNLOP 


Founders of the Latex Foam Industry 
Hughes Road 57-B Free School Street 4/29 Mount Road 
Bombay Calcutta Madras 
Mori Gate 3 Shahnajaf Road 
Delhi Lucknow 
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Many of the more valuable modern drugs may produce a 
sensitivity, and the doctor must necessarily consider this 
risk in relation to the nature and severity of the condition 
being treated. His decision to continue such treatment 
in unduly susceptible subjects, or to change to another 
and possibly less effective preparation may be difficult, 
and will be influenced by the ease with which such 
reactions can be prevented or relieved if they occur. 
Promising results have been obtained with ‘Anthisan’ 
and ‘Phenergan’, used systemically and topically, in the 
symptomatic control of certain reactions to antibiotics 
and many other drugs. 


‘ANTHISAN’ ‘PHENERGAN’ 


trode mark trade mark brand 
MEPYRAMINE MALEATE PROMETHAZINE HYDROCHLORIDE 


the general-purpose 
antihistamine 


Anthisan is supplied in containers of 25 x 0.05 gm. and 25 x 0.10 gm. 
tablets, Elixir in bottles of 4 fl. oz, 2.8% solution for injection 
in boxes of 10x 2 ¢.c. and 2% Cream in tubes of | oz. 


Phenergan is supplied in containers of 25 x 0.01 gm. and 25 x 0.025 gm. 
tablets, Elixir in bottles of 4 fi. oz. 2.5% solution for injection, in 
boxes of 10x 2 ¢.c. and as a cream containing 2% promethazine plus 
0.15% dibr id isethionate in tubes of | oz. 


4 


Manufactured by 
MAY & BAKER LTD 


‘ 


MAY & BAKER (UNDIA) LTD. BOMBAY CALCUTTA MADRAS NEW DELHI GAUHATI 
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Now for 


OSTEOARTHRITIS 
RHEUMATOID ARTHRITIS 


saline suspension of Cortone 


ACETATE 


Intra-articular injection of HyproCortone Acetate has been 
found to afford prompt local relief of pain, stiffness and inflamma- 
tion in rheumatoid arthritis and osteoarthritis. 

The effect is local only — without systemic action, affords prompt 
relief from symptoms, often within 24 hours, provides a prolonged 
“effect, a few days to several months, and supplements the use of 
Cortone* during periods of exacerbation of rheumatoid arthritis. 

The hormone is indicated where involvement is limited to a few 
joints, or where there is persistent involvement of one or more 
joints. At the same time, systemic therapy with Cortone may be 
used to control the general arthritic condition. 

Saline suspension of HyproCortone Acetate is supplied in 5-ce, 
vials as a sterilized suspension suitable for intra-articular injection 
through a 20-gauge needle, or larger. Literature available upon 
request. 


HypDnoCortTone Acetate provides local relief, independent 
of systemic effects, for Rheumatoid and Osteoarthritic joints, 


*HyonoCoatone is the trade- EXPORT 


fori bend MERCK (NORTH AMERICA) INC. | 
Mach Co, for | 161 Avenue of the Americas, New York 13, N.Y. U.S.A. | 
brand of cortisone, N.J., U.S.A, 


Exclusive Distributor: MARTIN & HAR LTD, 


F.P. 10-30-$2 
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GLUCOSALINE 


5% Glucose in Normal 
Saline (Pyrogen-free) 


For intravenous, intra- 
muscular hypodermic. or 
rectal administration, 


Indicated in : 
Hemorrhage, Shock, loss of 
uid, Toxaemia and other 

emergency conditions. 


AVAILABLE IN 540 TRANSFUSION 
BOTTLES COMPLETE WITH ATTACHMENT ; 


Pasteur Laboratories Ltd. 
2, CORNWALLIS STREET, CALCUTTA 6 
PHONE: B. B. 3346 TELEGRAM : “PASLAB’ 


B-COMPLEX FORTE 


Improved formula. 


Each ec. c. contains : 


Vitamin B, ... 60 mg. | Methionine ... 5 mg. 
Vitamin B, ... 3. mg. | Choline 

ide ... 25 mg. 

Vitamin B, ... 5 mg. Chloride aie 

i 3 mg. 

Inositol mg 

Pantothenate... S5mg. | Vitamin B,, 10 mcg. 

Niacinamide 159 mg. | Liver Extract =100 mg. 

" of fresh Liver 


Vials of 10 c.c¢. 
ORIENTAL 
PHARMACEUTICAL INDUSTRIES LTD. 
64-66 Tulsi Pipe Road, Mahim, Bombay 16. 


ALLIANCE TRADING CORPORATIO 
CALCUITA | 


HA-MORRHAGES? 


If it is a question of severe hemorrhages from 
Lungs, Stomach, Intestines, Kidneys, Bladder 
and in Gynecological bleedings— 


REMEMBER 


HAEMOLIN 


( The haemostatic agent per oral route ) 
Composition :—Laccaic Acid from Tachardia 
Lacca, Eupatoriam Ayapan, Ext. Abroma 
Agusta, Ext. Sandalwood etc. 

Supplied in 10 c.c. oral ampoules in 6 ampoules 
and 100 ampoules packing. 


For further particulars please write to :— 


ADCCO LTD. 


29-3A, CHETLA CENTRAL ROAD 
CALCUTTA~27 
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WHOOPING COUGH 
Asthmatic, Tubercular and other Spasmatic 
Coughs are Promptly Relieved By 


“PENTAKOS” (Maggioni) 


After many years of Research in the 
Laboratories of Maggioni, Milan (Italy) 
Comolli Demonstrated that in patients suffering 
from Whooping Coughs, Exists a state otf 
Alkalosis and an increase of the Cog combin- 
ing power of blood. The accentuation of 
Alkalotic state is related to Whoops and 
Spasms. He successfully treated such cases 
with Acidifying Drugs. 

Maggioni Laboratories have perfected an 
Acidifying Syrup “PENTAKOS” consisting 
of Mono Sodium Phosphate <acid) Napthyme- 
thylimidaxoline (A Sympathomymetic Drug) 
Vitamin C and Bromide. 


PENTAKOS is palatable, acts promptly. 


Contains no Narcotic. 
oz Rs. 6-12-0; 10.68 oz Rs. 11-0-0 
Less Usual Discounts. 


Literature from Sole Agents in India— 


EKZEBROL 


(Strontium Bromine, 10°, 10 cc) 
TOSSE - GERMANY 


Its acknowledged and unrivalled efficacy in 


All Itching Skin Affections 

has made it the medicament of choice 

for the weatment of Eczemas, etc. 
AND NOW 

prompt, profound and prolonged relief in cases 


ofp BRONCHIAL ASTHMA 


has been reported. 

Recent studies in Biochemistry have revealed 
that Strontium being the highest in series of 
Alkaline metals has a colloid solidifying action, 
allaying the sensitivity of cells responsible for 
allergic manifestations of Asthma. HAS GIVEN 
UNEXPECTED RESULTS. 


Harmless and absolutely Non-toxic for intra- 
venous and intramuscular Medication. 


Packings :— Boxes of 3 and 25 amps. 
Sole Agenta for :— 


M/S. JUGGAT SINGH'S SON & BROS. 1. ACTH. (Nyco) 


25ing. each vial 


218, KEVAL MAPAL :. MARINE ORIVE, BOMBAY. 
STOCKISTS: 2 A C.T.H. (Nyco) 


1. BENGAL: M/s. Bhoopee Co., 4/1, S. N. Pandit Street, Calcutta. 00mg G EL 
2. KANPUR: M/s. New India Medical Stores, Birhana Road. for Prolonged action. 


fective tn Monileasis 
and 


IMPROVED 
HOW SUPPLIED: 
Vaginal Cream with and with- 
out Plastic applicator. 


THE NATIONAL ORUG CO. 
Philadelphia, U S.A 


Sole Agents in india 
C. AGRAWAL&CO LTD. 
43, Bidg., Sir, Rd BOMBAY |. 


Low Surface Tension 
assuring greater 
penetrability 


Buffered to keep Vaginal 
pH. at 45 


9 Aminoacridine & 
Sulfanilamide make it 
effective in specific & non- 
specific Vaginitis 


Distributors for West Bengal, Libar and Assam 


Messrs. DRUG STORES, 1-1-2B, Hazra Road, Caleutta-26. 
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| THE LONDON MEDICAL HANDBOOK 
1958 EDITION 
An invaluable and well-known reference book for 
the medical man and pharmacist detailing important drugs 
and pharmaceuticals manufactured in Great Britain. In- 
formation supplied includes, with the name of each, the 
maker or supplier, composition, and therapeutic indica- 
tions, and, in the new edition, a therapeutic index has 
been added which should prove of additional service to 
the profession. 
Published annually since 1908 by the Organisers of 
the London Medical Exhibition. 
The London Medical Handbook Price Rs.16 inc, postage. 
Obtainable from 
The London Medical Exhibition 


194-200, Bishopsgate, London, E. ©, 4., England. 


~SPIRODIN 


(Non-toxic, Non-irritant, Safe.:) 
* Specific in Chronic Inflammatory Conditions. 
* It Promotes Epithelialisation and Granulation. 
Indicated in : 
ABSCESS 
PELVIC CELLULITIS 
PUERPERAL SEPSIS 
INGUINAL LYMPHADENITIS 
* TROPHIC ULCERS 
Sold in 30 mgm & 60 mgm ampoules for injection and 
14% solution for external use. 
Gram : "SPIROOHIN”, Calcutta. 


Alkaloid Research Laboratories Ltd. 
47, Harish Chatterjee Street, Calcutta - 26. 


MECHOPLEX. 


Composition Each Fluid Ounce .— 


le has proved its highest value in acute and chronic diseases of liver 
specially in infantile liver, cirrhosis liver, toxic hepatitis and various 
hepatic disorders. 


Manufactured By : 
BRITISH MEDICINE & PHARMACEUTICAL CO. 
BOMBAY CALCUTTA 
Sole Distributors + 


Mansukhlal Tribhovandas & Co. 


44-46, Ezra Street, P O. Box 914 


CALOUTTA.1 BOMBAY-2 


P. O. Box 2189 


A Calcium-liver-Vitamin therapy 
of proved efficiency in the 
cases ot Calcium deficiency, 

Vit. B, B, & C. disorders, Haemorrhage & 

Anaemia etc. Available both 
for Intra-muscular Injections non-toxic in 2 & 5 c.c. 
ampoules and for Oral administration in 8 oz, 


phials. 


HAEMOCALCI 


Liver Ext., 


Full particulars from 
Calcutta Polyclinic Limited. 


# A, Surendranath Banerjee Road, 
CALCUTTA.138. 


NOTICE 
CHANGE OF ADDRESS 


It frequently happens that members of the Indian 
Medical Association do not timely intimate change of 
their addresses, ene in unnecessary loss of the 
Journal and ann »yance of the members concerned. It 
is therefore requested that members will kindly inti- 
mate change of their addresses immediately to the 
undersigned, with a copy to their Local Branch 


Secretaries. 
NON-RECEIPT OF JOURNAL 
In case of pea mags of the Journal, members are 
requested to enqu're first at their Post Offices and 
then write to the undersigned mentioning the name of 
the local branches of which they are Members 
Kk. SINHA, Hony. Secretary, 
Journal of the Indian Medical Association, 
23, Samavaya Mansions, Corporation Place, Calcutta-13. 


DOCTOR ! None knows Better than you 
what havoc is made by 


TUBERCULOSIS 
IN OUR COUNTRY 
Help us to Sell More & More & More 


SEALS 


Sone anna a piece 
‘and intensify the Drive 


| 
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MODERN PHARMACOLOGY 


AND THERAPEUTIC GUIDE 
By Rai Dr. A. R. Majumdar Bahador 
Prof, of Ulinieal Medicine, Medical College, Oaicutta, Red, 
This is according to B. P. 1948 and Addendum °5] and 
Ind. Pharm. List ‘46, containing upto-date Pharmaco- 
logy and Therapeutics exemplified by 500 chosen pres- 
criptions and over 700 extr. pharm. preparations, many 
recently introduced and adopted in practice, thesé 
being indexed under 210 diseases for Treatment in daily 
practice. It has Indian Food recipes and Electrotherapy. 


A Concise Encyclopaedia of Drug Informations. 


Ninth Ed., Demy 808 pages and 62 diagrams, 
Price Ra. 18/- plus Re. 1/- postage. 


SCIENTIFIC PUBLICATION CONCERN 


9, Wellington Square, Calcutta 18 


against B in all Fronts. 

aap 2 All that we need is a little 
ssympathy and active 
from you! 


HELP FIGHT 7B. 
” 


(T. Seal. 1953-54 ) 
Ger your seals from 


BENGAL TUBERCULOSIS ASSOCIATION 


SEAL SALE ORGANISATION OFFICE : 
60-3, Dharamtala Street :: Caleutta-13 
N. B.— BEWARE OF IMITATION TB SRALS. 
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Vit. Be Inositol 250 mg. 
Vie Bit ++ 10'meg. Glycerine 20% 
Niacinamide 50mg. Flavour oo 
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SYNTHETIC LEVOROTATORY CHLORAMPHENICOL 


Kemicetine is formed from the 
levorotatory isomer of 
chloramphenicol which out of the 
four possible, is the only one 
therapeutically active. The other 


isomers, apart from being inactive, 
ERE are also more toxic. 
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PREPARATIONS 

Bottles of 12 sugar-coated TABLE TS of 025¢@ 

Bottles of 12 capsules of 0.25 g 

Bottles of Syrup of 50 g 

5 g tubes of 1% OPH THALMIC OINTMENT 
15g tubes of 2% OINTMENT 


SOLE AGENTS FOR INDIA; 


MAC LABORATORIES LIMITED. 
P. O. BOX 2556, 


GRAMS: MACLON BOMBAY-2 PHONE: 34551 
ALSO OFFICES AT 
227 BROADWAY 6/A SURENDRANATH BANERJI RD. OPP. JUBILEE GARDEN 
MADRAS lI. CALCUTTA 13. RAJKOT. 


Printe by Sri Tarani Kanta Basu at the Nalanda Press, 159 and 160, Cornwallis Street, Calcutta 
and published by him from 23, Samavaya Mansions, Corporation Place, Caleutta —13, 
Editor—Dr. A, D. MUKHARJI 
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EVERY MEDICAL MAN 
IS LOOKING FOR THE BEST 


TO OO HIS BEST 


7 
Synthomycetine Zédrumphenicol) 


Capsules falmitate Granules 
Falmitate Syrup Ointment 


“RANBAXY 


BOMBAY CALCUTTA ODELH/ MADRAS 


PRINCE PRC 27 
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